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From many quarters there arise diverse voices inti- 
mating that in this day and time the clinical neurologist 
is destined to become merely an anachronism, whose 
former functions might now better be relegated to other 
colleagues, especially the psychiatrist and the neuro- 
surgeon. The internist proclaims that to him, rightfully, 
belong the infections and deficiency, toxic and vascular 
disorders of the nervous system; the syphilologist 
requisitions the cases of syphilis of the central nervous 
system; the pediatrician deems only himself competent 
to manage the neurologic disorders of childhood, and 
the allergist disputes for the paroxysmal dysfunctions 
such as migraine, Méniére’s syndrome and cephalalgia. 
The orthopedist treats both spastic and flaccid paralyses 
and the neurosurgeon seeks the traumatisms and neo- 
plasms of the nervous system, while the psychiatrists 
consider only themselves competent to manage the case 
in which there is the slightest psychogenic gomponent. 
For the clinical neurologist there remain only the leav- 
ings of a few heredodegenerations, an occasional rare 
disorder of occult causation, poor in prognosis and 
unamenable to therapy, and possibly a minor role as 
the penultimate consultant a few hours in advance of 
the pathologist, at the bedside of a moribund patient 
whose symptoms still remain a baffling mystery. 

Such are the trends of the. times, and as auguries 
of the future one hears of plans in one medical school 
to reorganize the department of neurology in some 
obscure and insignificant attic of the department of 
medicine, in another to reduce the time allotted to 
clinical neurology to a few didactic lectures in the third 
year, eliminating entirely any bedside instruction, while 
more and more hours are devoted to psychiatry, even 
at the expense of reducing the time formerly devoted 
to anatomy, chemistry, pathology and bacteriology. 

Chief among the Cassandras anticipating the early 
demise of the clinical neurologist is his colleague, the 
so-called “pure” psychiatrist, who, thougl: intoxicated 
with grandiose dreams about curing all the political, 
marital, martial, racial and economic ills of a sorely 
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troubled world by the application of psychiatric princi- 
ples, is still unable to maintain a tolerable harmony 
amidst his own ranks. So preoccupied have some 
psychiatrists hecome with the broader sociologic, politi- 
cal and even mystic attributes of their specialty that they 
would divorce themselves entirely from anv allegiance 
to medicine. We have heard one eminent psychia- 
trist state, in all seriousness, that he considered it a 
grievous detriment that the psychiatrist is compelled 
to study medicine at all, since it prejudices in favor of 
the structural and “organic.” In his opinion, a far 
better training might be oriented in the disciplines of 
sociology, anthropology, economics, history, psychology 
and psychoanalysis. Another equally eminent psychia- 
trist of our acquaintance boasts that he never performs 
a physical examination lest the patient gain the mis- 
apprehension that something amiss with his body might 
be responsible for his symptoms. Evidence that these 
opinions are not isolated idiosyncrasies is to be found 
in the agitation on the part of many psychiatrists that 
it is unfair to demand even the most elementary knowl- 
edge of clinical neurology and its related basic sciences 
of their younger disciples, who are seeking certification 
as specialists; they see nothing incongruous in a psy- 
chiatrist so neurologically naive that he considers the 
red nucleus some mysterious appendage of the 
U.S. S. R. How ridiculous all this must seem when 
approximately 51 per cent of the patients confined in 
mental hospitals in the United States suffer with a 
form of psychosis directly attributable to disease of the 
nervous system or some other organ of the body! ? 

We do not hesitate to confess that in our personal 
experience as practicing neurologists, who, if we may 
be permitted to say so, have had considerable training 
in psychiatry, we frequently find it difficult to assess 
whether a patient’s symptoms represent manifestations 
of a structural disease of the nervous syestem or whether 
they should be regarded as being emotionally or 
psychogenically conditioned, and we are compelled to 
utilize to the utmost as much knowledge of internal 
medicine, neurology, and psychiatry as we possess. In 
a previous paper * we have called attention to the fact 
that diverse diseases of the central nervous system such 
as chronic encephalitis with parkinsonism, multiple 
sclerosis, pseudosclerosis, dystonia musculorum defor- 
mans and tumor of the brain, may first become manifest 
in a setting strongly colored by emotional and psychic 
turmoil, and the correct diagnosis is often extremely 
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difficult. More recently, we have reported * a series 
of cases of tumors in the posterior fossa of the brain 
in which mental symptoms were often the presenting 
complaint. Daily in our practice We encounter cases 
in which neurologic, psychiatric and internal medicine 
components are inseparably intermingled, cases which 
cannot be adequately managed by a practitioner whose 
orientation is exclusively psychologic. We cite briefly 
3 cases: 
REPORT OF CASES 

Case 1.—A white married housewife, aged 45, complained of 
fatigue and progressive loss of appetite of one month’s duration. 
A week later a dull aching midabdominal pain developed, accom- 
panied by spells of hiccuping and vomiting. Her bowels, 
iormerly always regular, became constipated, and she lost 
15 pounds (6.8 Kg.) in weight. Physical and neurologic exam- 
ination revealed nothing of significance aside from evidence of 
loss of weight and a slight diffuse enlargement of the thyroid 
gland. Examination of the blood revealed hypochromic anemia, 
with 12.2 Gm. of hemoglobin per hundred cubic centimeters and 
a red blood cell count of 3,240,000. Results of other laboratory 
studies including estimations of sugar and urea in the blood, 
tests of the blood serum, urinalysis and determination of the 
basal metabolic rate, were within normal limits. Complete 
roentgenologic examination of the gastrointestinal tract revealed 
only hyperperistalsis. She was seen by two internists, as well 
as by her family physician, all of whom agreed that there was 
no organic basis for her symptoms, which were considered to 
be psychogenic in origin since she had always been a worrisome, 
perfectionistic type of person, and recently had been disturbed 
by her husband's interest in a younger woman. She was referred 
to a psychiatrist for psychotherapy. In spite of this, her vomiting 
and hiccuping continued, and intravenous infusions became neces- 
sary. Four weeks after the onset of her symptoms, while in the 
midst of a stormy visit from her husband, there suddenly devel- 
oped a left-sided jacksonian seizure, which was followed by a 
generalized grand mal attack. Similar jacksonian attacks, alter- 
nately involving both sides, and grand mal convulsions con- 
tinued at three to five minute intervals, persisting in spite of 
all therapy. In the intervals between attacks the neurologic 
examination disclosed no abnormality and examination of the 
iundi revealed no choking. The roentgenogram of the skull was 
likewise normal. Chemical studies of the blood after the onset 
of the convulsions revealed 18.4 mg. of calcium per hundred 
cubic centimeters of blood. The patient alternated between deep 
coma and continuous convulsions for six days. The temperature 
gradually rose to 106 F. Three subsequent determinations of 
calcium in the blood revealed levels of 21.3, 24 and 26 mg. per 
hundred cubic centimeters. There was 3 mg. of phosphorus 
per hundred cubic centimeters of blood, and there were 4.1 units 
of phosphatase activity. Roentgenograms of the spine and of 
all long bones revealed only a slight general decalcification, 
which was not considered clinically significant, Operation was 
considered inadvisable by the consulting surgeon on account of 
the patient’s poor condition. At itecropsy, the chief finding of 
interest was a cystic adenoma of the parathyroid gland. 


Case 2.—A white girl, a college student aged 17, was admitted 
in a state of agitation, complaining of “terrible nerves.” Three 
months before she had made homosexual advances to a class- 
mate, but was spurned. Thereafter she became dissatisfied with 
her classes and fellow students, took a dislike to her food, began 
vomiting and felt tired. Two weeks before admission she caught 
a “very bad cold,” but after a week recovered. She returned 
to her classes but felt too weak to walk. She was unable to 
sleep, became agitated, had difficulty in breathing and complained 
of pains in the stomach, the nose and sinuses and the lower part 
of the chest. At the time of physical examination, the patient 
was agitated, grunting and moaning with each respiratory effort. 
She claimed that she could not lie down to cooperate with the 
making of the examination because of inability to breathe, but 
cooperated well when a woman resident physician made the 
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examination. Physical examination revealed nothing significant 
aside from labored respirations of 30 per minute and a pulse 
rate of 130. Although she claimed that she could not walk, 
neurologic examination revealed nothing significant. A diag- 
nosis of hysteria was considered. In an attempt to quiet her 
agitations and to obtain rapport, the patient was given 0.8 Gm. 
of sodium amytal intravenously and questioned regarding her 
conflicts. After twenty minutes of the narcoanalytic interview 
she became increasingly resistive, agitated and assaultive. An 
attempt was made to give more sodium amytal. The patient 
suddenly ceased breathing, and artificial respiration was cf no 
avail. At necropsy, the only finding of significance was a large 
firm yellow tumor, weighing 1,530 Gm., which filled the entire 
mediastinum, extending up into the neck and compressing the 
heart, the lungs and the aorta. Histologic examination revealed 
the tumor to be a thymoma. 

Case 3.—A white stenographer, aged 20, was operated on for 
acute appendicitis. Her convalescence was uneventful until the 
fourth postoperative day, when she suddenly became mute, 
negativistic and resistive and showed cataleptic rigidity. From 
information obtained from her family, it seemed reasonable to 
assume that her personality make-up was fairly stable, and she 
had made an excellent previous adjustment to her school work 
and occupation. It was noted that for about a week previous 
to her operation she had vomited frequently and eaten little. 
Since the operation she had had nothing by mouth except water. 
A chemical examination of the blood was suggested, and it was 
found that there was only 40 mg. of sugar per hundred cubic 
centimeters of blood. Her symptoms promptly disappeared after 
the intravenous administration of 50 cc. of a 50 per cent solution 
of dextrose, and she has remained well over a period of five 
years since, making a satisfactory adjustment. 


Undoubtedly some critics will insist that cases similar 
to the foregoing are the proper province of the psycho- 
somaticist. Originally motivated by the intention of 
stressing the interdependence of body and psyche, it 
appears that, save for a few isolated exceptions, most 
of the psychosomaticists have become too preoccupied 
with the aspects of the psyche, to’ the neglect of the 
soma. The direction of the bias is indicated by the 
fact that most training programs in psychosomatic medi- 
cine insist on a personal psychoanalysis. To neurolo- 
gists, mucl? of the psychosomatic literature with its 
attempts to blame many, if not all, the diseases which 
afflict humanity on too rigid personalities, beset by 
frustrations and emotional conflicts, falls into the fallacy 
of “post hoc, propter hoc” illogicality and is uncon- 
vineing. Perhaps the harvest might be more fruitful 
if more time were expended on a study of the effect 
of the soma on the psyche rather than the converse. 
We have in mind further investigations, such as those 
of Saphir* on the relationship of hypochloremia to 
psychoneurotic states, of Miller ° on the effects of lower- 
ing the intake of salt in relation to insomnia and 
tension, investigations of such problems as suggested 
by Benjamin and Hoyt,® who found both psychoneurotic 
and parkinsonian-like syndromes as residual disabilities 
of hepatic damage suffered incidental to postvaccinal 
hepatitis, and studies such as those of Karlan and 
Cohn * on the relationship of hypoglycemia to fatigue. 
Further evidence of the importance of somatic factors 
in mental disorders are revealed by the studies of 
Riggs * from the Neuropathologic Laboratory of the 
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Philadelphia General Hospital. In 121 cases in which 
the patients died during an acute psychotic episode, the 
following visceral disease was noted: 


Peripheral circulatory failure................ 12 
Fatty degeneration of the liver (cause unknown) 12 
Cerebral neoplasm and trauma...........0.eeeeeeeees 12 cases 
Anemias and 9 cases 


One hundred and twelve cases (93 per cent) in addi- 
tion presented congenital anomalies of the vascular tree, 
consisting of anomalies of the circle of Willis and 
hypoplasia of the heart and the aorta, either associated 
or singly. In the presence of such congenitally inade- 
quate circulation, one may speculate that even slight 
biochemical disturbances occasioned by mild somatic 
disease might produce sufficient anoxia to initiate dis- 
turbances of cerebral metabolism which could become 
clinically manifest as mental disorders. 

Regardless of whether the cause of the so-called 
functional psychoses ultimately proves to be neurono- 
genically or psychogenically determined, the psychia- 
trist can no more ‘hope to comprehend the problems 
of his present day patients, if he is devoid of any 
knowledge of clinical neurology than can the neurolo- 
gist attempt to treat even the simplest case of paralysis 
without some knowledge of the structure and functions 
of the personality. If the neurologist can acquire a 
respectable mastery of the fundamentals of psychiatry, 
is it beyond the capability of the psychiatrist to possess 
an equivalent knowledge of the basic anatomy, physiol- 
ogy, pathology and clinical disturbances of the nervous 
system? 

While both neurology and psychiatry owe much to, 
and must ever rest (as must every specialty) on a firm 
grounding of internal medicine, it is deplorable to con- 
template that the management of disorders of the ner- 
vous system should be relegated to the internist or 
his colleagues in the subspecialties of allergy, syphilol- 
ogy and pediatrics. It is to be remembered that the 
reactions of the nervous system which manifest them- 
selves as symptoms are rather limited and are common 
to many diverse etiologic agents. It is unfair to place 
the responsibility for determining whether a convulsion 
is the expression of an underlying tumor, trauma, infec- 
tion, vascular disturbance, degeneration, metabolic dis- 
order or psychic conflict, on one whose orientation is 
mainly extraneural and whose knowledge of the struc- 
ture, function and pathology of the nervous system 
is represented, with rare exceptions, by hazy memories 
retained for the most part from the first two years 
of medical instruction. Nor is the neurosurgeon 
inevitably predestined to be chief in the management 
of the neurologic cases. While in some cases his aid 
is indispensable, it is to be remembered that in a large 
general neurologic service, such as that at the Phila- 
delphia General Hospital, where both neoplastic and 
traumatic cases are assigned, less than 2 per cent of 
all patients with neurologic disease require treatment 
by neurosurgical methods. In most instances, the train- 
ing of the neurosurgeon has been mainly along surgical 
lines, the technical intricacies of his art consume much 
of his time and, with few exceptions, the neurosurgeon 
does not pretend to proficiency in neurologic diagnosis. 

In the warfare against the ravages of disease of 
the nervous system, there is no place for internecine 
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strife and bickering as to what is purely neurologic 
or purely psychiatric or purely neurosurgical. There 
can be no arbitrary division of the disorders of the 
nervous system into isolated compartments, each man- 
aged by an isolated specialist. Future progress requires 
the coordinated team work of the clinical neurologist, 
the psychiatrist, the internist and the neurosurgeon, 
mutually strengthened by the assistance of the neuro- 
anatomust, the neurophysiologist, the neuropathologist, 
the biochemist and workers in the other basic medical 
sciences. Without a thorough foundation in the essen- 
tial principles of neurology, anatomy, physiology and 
internal medicine, psychiatry becomes as sounding brass 
and a tinkling cymbal, full of sound and fury, signifying 
nothing. Let the psychiatrist postpone his gratuitous 
advice regarding the cures of the ills of the body 
politic until such time as he has more effectively 
mastered the causes and treatment of the mental ills 
of the individual patient. Let him abandon the hustings 
and return once more to the clinic and the laboratory. 
Those who consider psychiatry a discipline apart might 
well heed the warnings of S. Weir Mitchell,? which, 
although uttered over fifty years ago at the fiftieth 
meeting of what is now the American Psychiatric Asso- 
ciation, are still pertinent: 

that which is impairing the usefulness of the lesser 
specialties in medicine has been more grossly enfeebling your 
value and retarding your development. I mean the tendency 
to isolation from the mass of the active profession . . . you 
were the first of the specialists, and you have never come back 
into line you soon began to live apart, and you still 
do so, You live out of range of critical shot. . . . 
Nor can I cease to lament the day when the treatment of the 
insane passed too completely out of the hands of the profession 
at large, and into those of a group of physicians who constitute 
almost a sect apart from our vitalized existence. 


Likewise pertinent are the words of Bernard Sachs,?° 
uttered in 1897 before the same society: 
Far from being foes or even antagonists, we are struggling for 
a common cause, and should be united against the common 
enemy, the diseases of the nervous system. Do what 
we will, we cannot separate diseases of the mind from the 
organic diseases of the brain and spinal cord. No one can be 
thoroughly devoted to a study of the latter class without at the 
same time taking a deep interest in psychiatry. I have no doubt 
that others like myself would never have entered the ranks of 
the neurologists if they had not been impelled to- the study of 
nervous uffections by a special fondness for the analysis 
of mental conditions. Mental diseases should be studied 
not only with reference to the needs of society but the 
relations of insanity to the entire organism, its relation to other 
acute and chronic nervous diseases. 


In the years elapsing since Mitchell and Sachs spoke 
so wisely, the psychiatrist has emerged from the isolation 
of the asylum and now frequents the general wards 
and consulting room, but many of the evils of immure- 
ment linger. The isolation in viewpoint persists, and 
too often the psychiatrist considers himself apart from 
his fellow practitioners. Persistence in this attitude 
can lead only to cultism. Further progress in solving 
the still vast problems of causation and therapy of 
mental disorders will be delayed until the psychiatrist 
becomes truly a physician, well versed in all disciplines 
relevant to the structure and functioning, in health and 
disease, of the most complex organ of the body, the 
nervous system. 

133 South 36th Street (4). 


9. Mitchell, S. W.: Address before the fiftieth annual meeting of 
the rire Medico- Psychological Association, J. Nerv. & Ment. Dis. 
21: 413 (July) 1894, 

Advances in Neurology and Their Relations to Psy- 
T. Tusanity 54:1 (July) 1897. 


chiatry. Am 


133 


- 


512 


ABSTRACT OF DISCUSSION 


Dr. J. M. Nretsen,+:Los Angeles: I want to point out that 
clinical neurology is only staggering a little; it is not going 
down. Let us see what has happened in psychiatry in the last 
few decades. Every advance in psychiatry that has been made 
in the last few decades has been made on the basis that the 
mind resides in the brain. Insulin shock replaced the former 
psychotherapy of dementia praecox. Metrazol and then electric 
shock came along and have even surpassed insulin shock in 
therapeutic results. These methods of shock therapy do not 
shock the patient into a willingness to get well; they make 
him well in spite of himself by correcting to a large extent the 
abnormal condition that exists in the brain. The brain is the 
organ of the mind. Every thought, every idea of any sort, every 
hallucination, every delusion has a neural basis. There cannot 
be a thought without its traveling over the neurons of the brain. 

There are many things which we neurologists do not know. 
We do not have any idea or misconception that there is a certain 
focus in the brain in which a lesion will produce a psycho- 
neurosis. We do not believe that that can ever happen. We 
believe that a psychoneurosis results from a poor use of normal 
structure. We do not want to pretend to know anything which 
we do not know, and all that we want to do is to extend 
gradually, perhaps slowly. But we believe that certainly within 
another half century psychiatry will be well understood on the 
basis of neurology. 

With regard to the neurologic surgeon and clinical neurology, 
there is a certain temperamental difference between a surgeon 
aml a clinical neurologist. A surgeon wants action, and he 
wants it in a hurry. He wants to remove that lesion and have 
the patient well. He is not much of a philosopher as a rule. 
The neurologist has the philosophic attitude of the. psychiatrist 
and the technical leaning of a neurosurgeon, and that is where 
he comes in. He is willing to spend months, if necessary, in 
examining and reexamining the case and deciding whether 
surgical intervention is needed, I think that there will be a con- 
stant, good liaison between the neurosurgeon and the neurologist 
simply because they are necessary to each other. 


Dr. Joun B. Doyte, Los Angeles: It is greatly to the credit 
of Dr. Wilson and Dr. Rupp that they have brought into the 
open discussion of a problem of such fundamental importance. 
Society at large and the medical profession in particular have 
for several generations been threatened by the development of a 
dichotomy between those interested in the total expression 
of the nervous system of man and lower animals and those 
interested solely in psychiatric norms and deviations. The prob- 
lem has been complicated during the twentieth century by the 
evolution of neurosurgery and, to a lesser degree, by the 
changing purviews of the internist, the pediatrician, the syph- 
ilologist and the allergist. In my opinion the situation which 
confronts those of us who are interested in the nervous system 
as a whole, in the advancement of knowledge and in the eleva- 
tion of standards of practice in neurology and psychiatry is not 
one which should put us on the defensive or lead to acrimonious 
generalizations or ultimatums. The logical approach to anything 
like a satisfactory resolution of the evils that have arisen, and 
the greater ones that hover in the future, is through a program 
of education of the people as a whole and of administrators of 
the medical services of the army, navy and public health, of 
hospitals and of medical schools. Such a campaign may at first 
glance appear grandiose and impractical. Yet it is the means 
by which the more vocal portion of our specialty has advanced 
itself to a point where it threatens the extinction of progress 
in neuroanatomy, neurophysiology, neuropathology and clinical 
neurology, the sciences from which psychfatry has derived its 
essential substance. 

Dr. WALTER F. SCHALLER, San Francisco: I practice neurol- 
ogy by choice, but psychiatry by necessity—not exactly financial 
necessity but the necessity of keeping busy because of the inclu- 
sion of clinical neurology in so many other specialties and the 
close relationship between neurology and psychiatry. It is 
apparent from the report of Dr. Rupp that the psychiatrist often 
lacks a sufficient foundation in neurology or has forgotten what 
he has learned about neurology. Assuming that the latter is 
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true, perhaps the explanation is not too difficult because of the 
wide field that psychiatry is now attempting to cover. For 
example, I have had requests to examine patients who wished 
consultations for the following reasons: household dissensions, 
maladjustments in marriage, unrequited love, draft evasion, 
because they were dissatisfied pensioners and because they 
wished to evade the penalties of the law. I often advise these 
patients to consult their parents, their religious adviser, their 
lawyer or, as an alternative, to go to an analyst. Is it, then, 
any wonder that many psychiatrists cannot keep pace with 
scientific advances in neurology and psychiatry? I have looked 
up the definition of “neurology” in Webster and found that it is 
defined as “that branch of science which treats of the nervous 
system.” Unless psychiatrists object to this definition, they 
must admit that their specialty is but a part of neurology. 
I will conclude by quoting a paragraph of Dr. Pearce Bailey’s 
paper read before the American Neurological Association last 
week. It is so conservative and so nicely worded that I am sure 
that those of you who heard it will be pleased to hear it again. 
“T do not believe that the existing predominance of a psycho- 
logical orientation constitutes a valid cause for alarm to clinical 
neurologists. After all, the psychological approach represents 
only a particular method or technic for the investigation of the 
disorganized nervous economy. It cannot presume to rise above 
the constellation of physiological and social forces of which it is 
a part, any more than water can be expected to rise above its 
source.” 


Dr. Rotanp P. Mackay, Chicago: Lest it be thought that 
this is merely a session of breast beating on the part of neurol- 
ogists, I should like to emphasize two points. The neurologist 
himself is often to blame for the difficult situation in which he 
finds himself. Many neurologists have so divorced themselves 
from the knowledge of medicine and surgery in general that 
they are placed by their confreres in the class of partial physi- 
cians. Perhaps that condition arose from the fact that neurol- 
ogists originally were closely associated with state hospitals 
and lived in an ivory tower, far from the practice of medicine. 
A good neurologist is one who knows general medicine, because 
the majority of symptoms which come under his purview have 
their origin in general medical conditions. If the neurologist 
wants to endear himself to the heart of the internist, he will 
have to know more about general medicine and so make his 
specialty applicable in the mind of the internist. My second 
point is that the neurologist’s difficult situation is in no small 
part due to the referring physician, sometimes the ophthalmol- 
ogist. Because of the unpretentious role of medical neurology 
and the brilliance of neurosurgery since Horsley, because the 
sunlight of popular attention glitters on the silver scalpel in the 
surgeon’s hands and because neurosurgery naturally deals with 
organic conditions, the average physician has come to identify 
organic neurology with neurosurgery and, contrariwise, to 
identify the neurologist with the functional or psychogenic dis- 
orders. It is not necessary to send every patient with a 
homonymous field defect to a neurosurgeon. Perhaps the 
majority of patients who have field defects should go to a 
medical neurologist rather than to a neurosurgeon. It is not 
necessary to send every patient who limps or has some motor 
difficulty to a neurosurgeon. In fact, the neurosurgeon, because 
of his diagnostic limitations and because his attention is directed 
primarily to surgical conditions, is not able to make a correct 
and thoroughgoing appraisal of such cases. The fault is the 
neurologist’s in not keeping his mind open to the whole broad 
field of medicine, and, secondly, it is the fault of the referring 
physician, because he identifies organic conditions with surgery. 
Both of these mistakes can be rectified easily, and perhaps the 
future of neurology will be much brighter than the Cassandras 
think. 

Dr. Henry R. Viets, Boston: I should agree that neurology 
is at a low ebb, but as I see the subject, the tide is turning and 
turning rapidly. Witness the extraordinary enthusiasm of the 
meeting last week in San Francisco of the American Neuro- 
logical Association under Dr. Schaller, the establishment of a 
strong neurologic department in the University of California 
Medical School under Dr. Aring, and the fact that we are 
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discussing this very problem here at the meeting of the Ameri- 
can Medical Association. Neurology can be advanced only by 
neurologists. The minute a department in a medical school or 
even in a hospital is abandoned, as has unfortunately occurred 
in this country, neurology falls to a low level as far as the 
advancement of our knowledge of nervous diseases is concerned. 
In a medical school perhaps our primary duty is to train medical 
students, and we must realize that a sound training in neurology 
is essential for the practice of general medicine, which after 
all is what 85 per cent of our students are going to do. Osler 
used to say that 15 to 20 per cent of his diagnostic problems 
in consultations were neurologic in character, and 50 per cent 
of his early papers were written on neurologic subjects. He, 
like every outstanding internist, was a good neurologist, but 
the exceptions are many and the average internist or specialist 
in Other fields of medicine cannot be a good neurologist. Only 
the neurologist can be a good neurologist, and only the neurol- 
ogist will advance the knowledge of diseases of the nervous 
system. 


EARLY RECOGNITION AND MANAGEMENT 
OF INTESTINAL STRANGULATION 


EVERETT IDRIS EVANS, Ph.D., M.D. 
and 
1. A. BIGGER, M.D. 
Department of Surgery, Medical College of Virginia 
Richmond, Ya. 


Although improvements in therapy have resulted in 
a decided reduction in mortality in simple mechanical 
obstruction of the small bowel, the mortality in strangu- 
lation obstruction is still high. In a recent report by 
McKittrick and Sarris,’ 59 per cent of the deaths in 
their patients with intestinal obstruction occurred in 
the strangulation group. In the hospitals of the Medical 
College of Virginia, strangulation of the small bowel 
has been responsible for more deaths in the vears 1941 
to 1946 than appendicitis with rupture and peritonitis. 

Most authors agree that the most important factor 
influencing a favorable outcome in strangulation of the 
small bowel is early surgical intervention. A study of 
the patients seen by us during the past five years has 
impressed us with the likelihood that if close atten- 
tion is paid to the clinical history and to the physical 
observations early and correct diagnosis of intestinal 
strangulation is usually possible. In this communi- 
cation, therefore, we describe the clinical observations 
which we consider important in distinguishing between 
mechanical obstruction and strangulating obstruction 
of the small bowel. 


THE DIFFERENTIATION OF SIMPLE VERSUS 
STRANGULATION OBSTRUCTION 

In the following discussion we have assumed that the 
physician, after a careful history and physical exami- 
nation, has concluded that of the abdominal disorders 
which might be responsible for the condition of the 
patient mechanical obstruction of the bowel is the most 
likely. Briefly stated, the immediate question then is, 
“Does this patient have a simple or a strangulating 
obstruction ?” 

In this review of our experience, we have excluded all 
cases of strangulation of the small bowel incident to 


_ Read before the Section on Surgery, General and Abdominal, at the 
Ninety-Fifth Annual Session of the American Medical Association, July 4, 
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external hernia; 2 cases of strangulation due to intus- 
susception are excluded because the diagnosis was so 
obvious at the first examination. 


SYMPTOMS 


Pain.—Pain is the commonest symptom in obstruc- 
tion of the small bowel. Although it is generally stated 
that in both types of obstruction the onset is sudden, 
we are impressed by the dramatic onset of pain in 
strangulating obstruction; it is likely to be sudden and 
severe, even violent. In this respect the patient with 
strangulation resembles those of other clinical states 
where the flow of blood to a part is suddenly obstructed 
(coronary occlusion or embolus to a main artery of any 
extremity). In simple obstruction the patient may 
recall that in the earliest hours there had been abrupt, 
periodic. increase and cessation of the pain, but in 
strangulation the pain is generally continuous without 
intervals of complete. freedom from pain. 

all patients with mechanical 
obstruction of the small bowel vomit. However, in our 
series, we are impressed with the incidence of frequent, 
repeated vomiting by the patients with strangulating 
obstruction. 

THE PHYSICAL EXAMINATION 

General Physical Observations ——The patient with 
strangulating obstruction usually appears extremely ill, 
while the majority of patients with simple obstruction do 
not appear particularly ill except, perhaps, during peri- 
ods of severe cramping pain or late in the disease. 

Shock.—lf the clinical signs of shock (blood pres- 
sure low -or falling; rapid weak pulse; peripheral 
cyanosis; cold sweating extremities; patchy cyanosis 
of the chest or abdomen) appear in a patient with small 
bowel obstruction after only a few hours, the obstruc- 
tion is almost certainly strangulating. Unfortunately, 
the clinical evidences of shock are usually not observed 
until the blood volume is reduced by at least 25 per cent.” 
Shock is seen too late in strangulation to be of help in 
differentiating it from other types of bowel obstruction. 


THE SIGN OF “POSITION OF RELIEF” 


We have observed that the patient with volvulus 
usually assumes a particular position in the bed, in 
which position they state they are freer of pain than in 
other positions. It is probable that this “position of 
relief” reduces traction on the mesentery, thus giving 
partial relief from the constant pain. We have therefore 
designated this position the “position of relief.” As 
far as we are aware this sign has not previously been 
described in connection with the differentiation of 
strangulation, especially volvulus, from other forms of 
obstruction (see the accompanying illustration). 

This “position of relief” has been seen only in 
obstruction due to strangulation of the bowel. It was 
noted in all but 2 of our patients in the strangulation 
group. Practically all patients with simple obstruction 
of the small bowel appear to be comfortable in the 
supine position and do not complain when they are 
moved from this position. Patients with strangulation 
obstruction generally lie in a “position of relief.” This 
position may be on one or the other side. One patient 
(W. B.) experienced some relief only while sitting 
upright, inclining forward. If patients with a strangu- 
lation obstruction are moved from the “position of 
relief” they complain more severely of their abdominal 
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pain. It is a simple matter during the course of an 
abdominal examination of a patient suspected of 
strangulation of the small bowel to have the patient 
assume the position most comfortable for him and then 
to move him into other positions and ascertain if there 
is accentuation of the pain in these other positions. 

If the patient states he is only relatively free of pain 
in one certain position (the position he will assume for 
relief) we believe this fact is highly suggestive of 
strangulation of the bowel. 

As noted by McKittrick,® some patients with strangu- 
lation complain of pain in the back. In those who show 
a positive sign of “position of relief’’ there is apt to be 
an increase in dorsal pain when they are shifted into 
other positions. 


The “position of relief’’ usually to be found in patients with strangu- 
lating volvulus. Upper and middle, the positions usually assumed as the 
“position of relief’; i. e., on either right or left side with legs slightly 
drawn up. Lower, the knee-chest position was seen as the “position of 
relief’ in 1 patient with a strangulated loop of intestine. 


THE ABDOMINAL EXAMINATION IN 
OF THE SMALL BOWEL 

Probably in no other clinical situation is a careful 
physical examination so important as when the phy- 
sician must decide whether a patient has simple or 
strangulating obstruction of the small bowel. Only 
after assembling information gained by inspection, 
palpation, percussion and auscultation of the abdomen 
can one properly decide which type of obstruction is 
present, but we believe, as does Wangensteen,' that 
the experienced observer can distinguish between simple 
mechanical obstruction and that of strangulation in 
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which the blood supply to the obstructing loop is 
impaired. 

Inspection—We have not found any significant dif- 
ference in the general appearance of the abdomen in the 
two types of obstruction. In 10 of our 14 patients 
with strangulation there was obvious distention of the 
abdomen, but distention is often seen in patients with 
simple obstruction. We do not consider this obser- 
vation helpful. 

In most cases of intestinal strangulation the patients, 
when seen early, do not have sufficient splinting of the 
abdominal muscles to interfere with respiratory move- 
ments. 

Palpation—As Wangensteen * has pointed out, when 
the venous flow to a portion of the obstructed bowel is 
interfered with “the gut becomes infarcted and a sero- 
sanguineous fluid escapes into the peritoneum causing 
the latter to become sensitive.” Abdominal tenderness 
is therefore present in most patients with strangulation. 
In fact, tenderness was present in al! 15 patients of our 
group, and in some the tenderness was associated with 
local or generalized muscular spasm. Rebound tender- 
ness was elicited in certain patients with intestinal 
strangulation. In 4 patients a mass was palpated. 

Such tenderness is not found in simple obstruction of 
the bowel. Tenderness and muscular spasm usually 
mean strangulation. The finding of a palpable mass 
adds further support to this diagnosis. 

Rectal and vaginal examinations should be made in 
all patients with intestinal obstruction because these 
examinations sometimes give valuable information. In 
2 of our cases of strangulation the abdominal mass 
could only be palpated by rectal or vaginal examination. 

Auscultation.—lf the physician will auscultate care- 
fully all patients with intestinal colic we believe he will, 
with the experience thus gained, be able to distinguish 
between the sounds heard in simple and strangulation 
obstruction. Prolonged observation is often necessary. 

It is difficult to describe the difference between the 
sounds heard with the two types of obstruction. Early 
in strangulation sounds may still be present, but we 
believe that they are (1) heard less frequently and (2) 
are of somewhat lower tone and pitch than in simple 
obstruction. The intervals between sounds may be 
relatively long (up to ten or fifteen minutes), and the 
duration is usually quite short. As time goes on the 
intervals of silence lengthen, until finally sounds no 
longer are heard. Occasionally the abdomen may seem 
silent even when auscultated early in strangulation. 
The examiner should then resort to longer periods of 
auscultation, even up to ten or fifteen minutes. When 
the other observations point to mechanical intestinal 
obstruction infrequent, low pitched sounds strongly 
suggest strangulation. 

Percussion.—The observations by percussion are not 
of significant difference in simple and_ strangulating 
obstruction until too late to affect the final outcome. 
Patients with late intestinal strangulation show free 
fluid in the peritoneal cavity. 


LABORATORY DATA 


We agree with McKittrick and Sarris* that ordinarily 
the leukocyte count isnot helpful in differentiating sim- 
ple and strangulation obstruction. We consider their 
view that a rising leukocyte count is suggestive of 
intestinal strangulation to be sound. If the patient is 
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seen early in the course of the attack, one will generally 
find a higher leukocyte count in strangulating than in 
simple obstruction. A pulse rate above 100 in the early 
hours generally indicates intestinal strangulation rather 
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THE MANAGEMENT OF INTESTINAL STRANGULATION 

All patients with intestinal strangulatioin are apt to 
develop clinical shock. We believe that shock in this 
group is a result of serious reduction in the volume of 


than simple obstruction, but a review of our own cases 


circulating blood. Transfusion of whole blood is there- 
of strangulation shows that the pulse rate was below 


fore mandatory before and during surgical intervention. 


Taste 1—Data on Clinical Cases 


Previous 


Post- Duration 
Surgical Type of Obstructing Cause of operative 
Name Age Operation Mechanism Type of Operation Death Survival Obstruction 
J.T. 7 No Volvulus of ileum, adhesions Resection, end to end anastomosis Seren. ~~ ebesses ? 
V. F. 21 No Volyulus of ileum (band) Exteriorization; Ist stage Mikulicez Peritonitis 24 brs. 4 days 
M.C. 5d Yes Volvulus of ileum, cecum and Exploratory laparotomy Peritonitis 36 hrs. 4 hrs. 
ascending colon 
F. B.* 78 Yes Volvulus of ileum Reduction of volvulus; resection not Shock 26 hrs. 10 hrs, 
necessary 
J.D. 40 No Volvulus of ileum (band) Resection, end to end anastomosis Anuria (late) 7 days 16 hrs. 
J.B. 3 ‘ No Volvulus of ileum (band) Reduction of volvulus; resection not shoek (7) 4 brs. 24 brs. 
necessar 
Cc. W. 18 No Volvulus of ileum (band) Reduction of volvulus; resection not ns rere 4-6 brs, 
necessar 
M. K. 3 No Volvulus of ileum (Meckel’s) Reduction and resection of Meckel’s re 8 hrs. 
diverticulum 
S. B. 46 Yes Volvulus of ileum (band) Reduction; resection not necessary Survived _....... 5 hrs. 
L. H.t 49 Yes Volvulus of midileum (band) Resection, end to end anastomosis — ls hrs 48 brs. 
shoe 
W.B.1 33 No Volvulus of midileum (band) Reduction; resection not necessary Survived reeverr 4 hrs, 
W. BL 2 35 Yes Volvulus ot midileum (band) Exteriorization; Ist stage Mikuliez Shock Died on 6 brs. 
operating 
table 
L. H. cy Yes Volvulus of ileum (band) Resection, end to end anastomosis Peritonitis, 48 brs. 72 hrs, 
shoe 
G. J. 3s Yes Volvulus of ileum (band) Resection, end to end anastomosis —— 48 hrs. 66 hrs, 
shock 
E. J.t 37 Yes Volvulus of jejunum (band) Resection; Ist stage Mikuliez Renal fail- 5 days 16 hrs. 
ure (7) 
L. 8. 27 Yes Gangrenous loop of ileum (band) Resection, end to end anastomosis Survived 6 hrs, 
* Blood volume 32% below normal. + Blood volume 28% below normal. t Blood yolume 64% below normal. 
Taste 2.—Physical and Laboratory Observations in Intestinal Strangulation 
Roentgen Duration 
Signifi- Ray White of 
eant Position Evidence Blood = Strangu- 
Clinical Disten- Pulse i) of Ob- Cell lation, 
Name Onset Shock tion Rate Relief Aus¢ultation Palpation struction Count Hrs. 
J. TF. Sudden No Yes 130 ? Fairly silent ‘Tenderness, spasm, re- Yes 24,000 ? 
bound tenderness, mass 
V.F. Sudden and severe No No 94 Yes plus Fairly silent ‘Tenderness, ho spasm; Not done 7,500 to 6 
. back pain mass by rectum 17,500 
M.C., Sudden and severe Yes Yes 100 t Fairly silent Generalized rigidity Yes 35,000 4 
F. B.* Sudden and severe Yes Yes 70 Yes ! Visibte and audible Generalized tenderness Yes 22,000 10 
peristalsis 
J.D. Sudden Yes Yes SS Yes! Silent ‘Tense and rigid Not done =. 23,000 16 
J. B. Acute No Yes 140 ? Visible and audible Generalized tenderness Yes 11,000 24 
peristalsis 
Cc. W ? No No 104 ? Silent Generalized tenderness Not done 9,900 46 
M.K Acute No No 110 Yes Normal sounds Local tenderness and Not done = 16,200 8 
spasm 
S.B Acute No No Ss Yes Normal sounds ‘Tenderness and voluntary Yes 11,000 5 
spasm 
L. H. Sudden and severe Yes No 110 Yes Low pitched and Slight tenderness Yes 18,700 4 
infrequent sounds 
W.B.1 Sudden and severe No Yes 104 Yes Hyperactivity early Moderate tenderness and No 10,400 4 
generalized spasm 
W.B.2 Sudden and severe Yes Yes v7 Yes Silent Generalized tenderness and Yes 16,250 6 
spasm plus muss 
L. H. Sudden and severe Yes Yes bate! No Silent Generalized tenderness Yes 16,600 72 
plus mass 
G.J Sudden and severe Yes Yes SS Yes Infrequent to silent ‘Tenderness lower abdo- Not done 11,700 66 
men; extremely tender 
on rectal examination 
E.J Abrupt No Yes 120 No Almost silent Generalized abdominal Yes 7,800 16 
tenderness 
1.8. Abrupt perirectal No No 80 No Infrequent and low Exquisite generalized ten- Yes 12,250 6 
pain pitehed sounds derness; mass by reetum 


100 in 6 cases. Since 5 of the 6 terminated fatally, it 
would appear that the pulse rate is not an especially 
helpful diagnostic or prognostic sign. 

Roentgen ray examination is important in establish- 
ing the diagnosis of obstruction of the small bowel but 
does not appear to be especially helpful in differentiating 
between simple and strangulating obstruction. The 


There is evidence that from 1,500 to 2,000 cc. of whole 
blood will be required to restore to normal the blood 
volume in this group of patients. (See table 1, patients 
F. B., L. H. and E. J., for actual depletion of blood 
volume as shown by measurements with the dye 
method. ) . 
The restoration of blood volume should be rapid. 
While the blood is being administered a Levine tube is 
inserted and the stomach emptied by suction drainage. 
If there is clinical evidence of dehydration, isotonic 


roentgenologic observations were indicative of small 
howel obstruction in all our strangulated cases, in 1 as 
‘arly as four hours after the onset of pain. 
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solution of sodium chloride may be administered during 
this period. 

Surgical operation should be delayed only for the 
proper treatment of shock, as delay beyond four to six 
hours after the onset of intestinal strangulation invites 
disaster. Strangulation experiments in the dog indi- 
cate that as early as four hours after the establishment 
of strangulation, as much as a 25 per cent loss of blood 
may occur. Speed in bringing the patient to operation 
is therefore imperative. 

Our choice of anesthesia in patients not in shock is 
endotracheal ether combined with intercostal block. For 
patients in shock, we find intercostal block anesthesia 
with local infiltration combined with small doses of 
intravenous pentothal sodium useful and relatively safe. 
In our experience spinal anesthesia is especially hazard- 
ous in patients with strangulating obstruction. In an 


TaBLe 3.—Differential Criteria in Simple and Strangulation 
Obstruction 


Simple Strangulation 
Pain Onset may be insidious, may Onset likely to be sudden 
be abrupt and severe 
Periods of relief from pain Pain apt to be constant with 
intermittent exacerbations 
Vomiting Practically always present Always present but tends to 


occur at more, frequent 
intervals in early hours 


Appearance Generally not very ill in Generally appears more ill 


of patient early hours; pain only during early hours; more 

during periods of colic or less constant pain 
Position of Practically never seen Usually seen in volvulus 
relief 


Early distention seen in 
both types 

Tenderness, local and gen- 
eral, not seen early 


Inspection Early distention seen in both 
types 


Palpation local and gener- 
al metimes associ- 
ated with rigidity, seen 
early 


No masses commonly 


Ausculta- Synchronous concurrence at Abdomen may early be 
tion periodie intervals of pain “silent” 
and metallie or bubbling If sounds are present, gener- 
sounds ally of low piteh and 
infrequent 
Labora- White blood cell count not White blood cell counts, on 
tory helpful repeated examination, may 
increase 
Roentgen ray indicates only Roentgen ray indicates only 
obstruction obstruction, not strangu- 
Shock Not seen early in simple nee seen early (4-6 


obstruction brs.) in some strangulation 


earlier survey * in this hospital, 1 patient with volvulus 
promptly succumbed after the administration of 100 mg. 
of procaine hydrochloride intrathecally. Another patient 
(W. B.) died of shock on the operating table even 
though only local infiltration and intercostal block anes- 
thesia was used. 

After the strangulated loop has been isolated from the 
rest of the abdominal contents, care must be exercised to 
determine whether or not it is viable. Should resec- 
tion be required, anastomosis may be performed either 
by the closed or open method. 

A word might be in order about the significance of 
hemorrhagic peritoneal fluid. We agree with Wangen- 
steen * that it “is observed so rarely in simple obstruc- 
tion that its mere presence is indicative that search 
should be made for strangulated bowel.” In 1 of our 
cases (M. K.), the strangulated loop might easily have 
been missed if a diligent search had not been carried 
out because of the presence of slight hemorrhagic fluid. 
One patient in this series had been operated on in 
another hospital, where a normal appendix had been 
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removed in spite of the presence of hemorrhagic fluid. 
Some hours later he was referred to Dr. Herbert Lee, 
who found a loop of strangulated bowel. 


THE LETHAL FACTORS IN 
STRANGULATION 


Of all the factors responsible for the fatal outcome 
in intestinal strangulation, shock and peritonitis are 
certainly the most important. It will be seen from 
table 1 that none of the 8 patients who showed signs of 
clinical shock when first seen recovered from the surgi- 
cal procedure even though in 2 cases the operation 
was performed within approximately six hours after the 
onset of symptoms. One patient (F. B.) survived the 
surgical intervention but succumbed to one of the 
sequels of shock—late anuria (seventh day). 

When intestinal strangulation is complete and the 
surgical operation is delayed many hours, if the patient 
does not die from shock the chance of peritonitis is 
considerable. 

Shock and peritonitis in acute strangulation of the 
small bowel are usually due, in the final analysis, to 
avoidable delay in surgical intervention. Early diag- 
nosis is the responsibility of the medical practitioner 
as well as the surgeon. When as much attention is 
given to the problem of strangulation of the bowel as 
has been devoted to acute appendicitis diagnosis will be 
made earlier and the mortality will decrease. 

In the event early differentiation of simple and 
strangulation obstruction of the bowel cannot be made 
the recommendation and treatment outlined by McKitt- 
rick and Sarris' should be followed; i. e., surgical 
operation on all patients with obstruction examined 
within twenty-four hours of onset of symptoms. If 
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_ this is done, relatively few cases of strangulation will 


be missed. If a patient has had true strangulation of 
the small bowel for more than twenty-four hours the 
lethal factors operate with such devastating finality that 
there is little chance of successful outcome even with 
prompt surgical intervention. 


CONCLUSION 


If the character of onset of the attack, the severity 
and constancy of pain, the presence of tenderness 
and/or spasm, the character of intestinal sounds and 
the position assumed by the patient are carefully con- 
sidered, the differential diagnosis of strangulating and 
simple obstruction of the small bowel can be made 
early. Early diagnosis and early surgical operation are 
essential if the present high mortality of strangulation 
of the small bowel is to be reduced to a reasonable level. 


ABSTRACT OF DISCUSSION 


Dr. LELAND S. McKittrick, Boston: The diagnosis of acute 
small bowel obstruction in its early stages is probably one 
of the really difficult diagnoses to make and one which is missed 
early about as often as that in any condition that is seen. 
Dr. Evans stressed the importance of early diagnosis. You 
and !, who do not see quite as many of these patients as Dr. 
Evans does, are not going to be too smart in making an 
accurate differential diagnosis in the early stages of obstruction. 
Therefore, if we can make a diagnosis of acute obstruction of 
the small bowel in the first twenty-four hours of the disease 
then that patient should promptly be operated on with the 
expectation that he will do well whether he has a simple or 
a strangulation obstruction. 

In our cases at the Massachusetts General Hospital patients 
who were operated on within eighteen to twenty-four hours 
of the onset of symptoms all got well, whether they had a 
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segment of bowel to be resected or whether the strangulation 
was so early that resection was not indicated. Of those who 
entered the hospital within the first twenty-four hours of onset 
and were operated on during the second twenty-four hours, 
25 per cent died. After twenty-four hours have elapsed follow- 
ing the onset of symptoms, then the greatest of care must be 
exercised in attempting to make this differential diagnosis, 
because if the patient does have a strangulation obstruction and 
operative treatment is further delayed then that patient has 
just that much less chance to live. On the other hand, if the 
patient has a simple obstruction, if vomiting has been profuse 
and the patient is badly depleted, too early surgical intervention 
without adequate restitution of fluids will result in a mortality 
rate which for that simple obstruction will be excessive. Any 


corrective operation on the badly distended patient in a late 


stage may well be fatal. Therefore in certain late cases we may 
have to ignore possible intestinal strangulation and treat them 
on a basis of simple obstruction in order to save those patients 
whose bowel is viable, realizing that at this late stage death 
will probably result if strangulation is present regardless of 
the treatment instituted. Sudden onset of pain is the outstanding 
symptom of acute small bowel obstruction. The early scout 
film is the greatest single confirmatory evidence which we 
have. However, the interpretation of that scout film is difficult. 

Dr. Everett I. Evans, Richmond, Va.: My feeling is 
exactly that which has been stated by Dr. McKittrick; that 
is, the general management of all bowel obstruction, if seen 
early. Our chairman's address brought out again the fact that 
with the advances of physiology we tend to remove our 
interest more and more from anatomic problems; we tend also 
to ignore the true surgical problem and at times worry too 
much about equilibration of the patient with fluid before 
surgical operation. I should say, however, that we must be 
slow to decry any effort to minimize the importance of the 
work that has been done in this field, especially by Dr. Wangen- 
steen and his group. We should add that in patients with 
obstruction of the small bowel who are seen early, whether 
or not one is certain of strangulation, it is becoming the 


experience of more and more groups that early surgical inter-_ 


vention is essentially giving better results. We see each year 
about 50 to §5 patients with simple obstruction of the bowel 
in our hospital groups, and the resident staffs are being encour- 
aged to follow what has been outlined so well here by Dr. 
McKittrick and in his published papers, that the best procedure 
is early surgical operation. It doesn’t take long to administer 
proper amounts of fluid in those patients with simple obstruc- 
tion, especially when they are seen early. Surgeons cannot 
do much about this problem unless the general practitioner or 
internist who sees most of these patients in the early hours 
attempts to diagnose early obstruction and gets them to the 
hospital in time. Unfortunately, in our experience, even the 
loss of, say, six to eight hours has been too great, and we have 
had fatal issue when that amount of time has been lost. Early 
diagnosis, therefore, and early surgical intervention in obstruc- 
tion is in our opinion important. 


Exposure to Mustard Gas.—The toxic effects of, mustard 
vapor on the respiratory tract have been well known since July 
1917, when the Germans first used this gas against the Allies. 
Gilchrist and Matz have described the residual effects in Ameri- 
can soldiers eight to ten years after mustard gassing. Less 
widely known is the fact that many persons employed in the 
handling of mustard gas and exposed to small quantities of the 
vapor over a prolonged period of time may sustain damage to 
the respiratory mucosa which may leave them partially or 
totally disabled. This statement is based-on two and one-half 
years of observation in the medical department of an industrial 
plant where over 200 patients have been treated for both the 
acute symptoms and the residual effects of mustard gas expo- 
sure.—Morgenstern, Philip; Koss, Frank R., and Alexander, 
William W.: Ann. Int. Med., January 1947. 
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CHANGES IN THE VISUAL FIELDS CONFIRMED 
BY PATHOLOGIC DIAGNOSIS 


DONALD J. 


LYLE, M.D. 
Cincinnati 


Ophthalmoscopic examination may reveal papilledema 
and atrophy in intracranial lesions. It may show vas- 
cular and retinal changes indicative of cerebral or gen- 
eral systemic disturbances and it may not show any- 
thing, even with involvement of the intracranial portion 
of the visual system, the so-called cases of cerebral 
blindness. Another aid to the diagnosis of intracranial 
lesions, possibly of greater importance, is a thorough 
study of the visual fields. Here again the examination 
may be negative, but it should be pursued routinely and 
with care. When defects in the visual fields are found 
they may frequently aid in determining the location and 
nature of a lesion and its activity and prognosis. 

Further aid in diagnosis may be had by study of 
the reactions of the pupil and the state of the extra- 
ocular muscles and by observation of the function of 
the tissues innervated by the trigeminal and_ facial 
nerves as they concern the eye. Other neurologic obser- 
vations may be of assistance. Examination of the spinal 
fluid, the blood and the urine may be of value. Roent- 
genologic studies are frequently helpful. Electric 
encephalography with its localizing and diagnosing 
possibilities will no doubt develop into another source 
ot diagnostic importance. 

In order to derive the maximum benefit from studies 
of the visual fields one must know the anatomic location, 
structure and disposition of the elements comprising 
the visual system. For this reason a brief review of the 
anatomy of the relevant part of the visual system is 
presented. 

ANATOMY 

From the ganglion cells of the retina axons of the 
third visual neuron pass, as the nerve fiber layer of the 
retina, to form the optic nerve which courses to 


the optic chiasm. Here semidecussation takes place, and 


the axons continue as the optic tract to arborize 
about the dendrites of the fourth visual neuron in the 
lateral geniculate body. Clinical lesions have clearly 
located the position of the fibers from the upper and 
lower, inner and outer quadrants of the retina and have 
fairly well indicated the position of the macular fibers. 
The axons from the macular area of the eye, forming 
the papillomacular bundle, enter the optic nerve in the 
temporal side of the papilla, displacing the upper and 
lower peripheral temporal fibers. These, in turn, crowd 
and somewhat displace the upper and lower nasal fibers. 
As the nerve approaches the optic chiasm the papillo- 
macular bundle assumes a central position with the 
quadrants of the retina approximately represented in 
their proper relative positions. Passing through the 
chiasm the temporal retinal fibers continue in the optic 


“tract on the same side, while the nasal retinal fibers 


cross over to the opposite side. The right half of each 
retina forms the right optic tract and the left half of 
each retina the left optic tract. The- macular fibers 
in the papillomacular bundle also partially decussate 
as they pass through the chiasm to enter the dorsal 
portion of the optic tract. 


Read before the joint meeting of the Section on Ophthalmology and the 
Section on Nervous and Mental Diseases at the Ninety-Fifth Annual 
Session of the American Medical Association, San Francisco, July 5, 1946. 
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As the optic tract proceeds there is a twisting or 
torsion of all of the nerve fibers, the macular fibers 
assuming a superior position with a central wedge, the 
peripheral retinal fibers lying below. The upper 
peripheral retinal fibers are mesial to and slightly above 
the lower retinal fibers, which are laterally placed. 
This torsion proceeds along the course of the optic tract 
to the lateral geniculate body. In the optic tract fibers 
representing the retinal quadrants are apparently 
bunched at first and then separate and intermingle 
farther back. They terminate in the horseshoe-shaped 
lamellae of the lateral geniculate body in alternate layers, 
first from one eye and then from the other. The axons 
from the upper part of the retina pass to the mesial 
prong and those from the lower part of the retina to 
the lateral prong of the geniculate body. This group- 
ing of fibers from one retinal area, especially forward 
in the tract, probably accounts for the incongruity in 
defects of the visual fields when lesions are located 
in the optic tract. 

In the optic radiations, fibers spread out and spiral 
in various planes so that defects of a sector or quadrant 
of the visual field with small lesions are to be expected. 
The axons from the median half of the cells of the 
lateral geniculate body, representing the upper retinal 
fibers, pass as the upper optic radiations through the 
upper temporal, lower parietal and occipital lobes, lat- 
eral to the posterior horn of the lateral ventricle, to 
terminate in the sensory cortical visual area, the striate 
area, of the cuneus above the calcarine fissure. Axons 
from the lateral half of the geniculate body, as the lower 
optic radiations, first course forward and around the 
temporal horn of the lateral ventricle. This is known 
as Archambault’s, Flechsig’s, Meyer’s or Cushing’s 
loop. The fibers then proceed posteriorly through the 
temporal and occipital lobes to the visual sensory area 
of the cortex in the lingual gyrus below the calcarine 
fissure. The'torsion of the fibers of the optic tract is 
neutralized by the spiraling of the fibers of the optic 
radiations, so that: the upper part of the retina is 
represented by the upper radiations and cuneus and the 
lower part of the retina by the lower radiations and 
lingual gyrus. 

The macular fibers probably pass in the optic radia- 
tions directly to the occipital pole and its vicinity. The 
discussion over sparing and nonsparing of the macula 
still continues. It is known ,that the macular fibers 
semidecussate at the optic chiasm and terminate at least 
for the most part at the posterior pole. Further details 
are not definitely established. Several reasons have 
been advanced for the sparing of the macula in lesions 
which should supposedly include it. Chief among them 
are the following : 


1. There is a crossing of macular fibers in the region 
of the occipital lobe to the opposite visual cortex through 
the splenium of the corpus callosum. If this is the 
case these fibers might pass short of a lesion on one side 
and course to the opposite striate area. 


2. There is a dual blood supply to the macular cor-* 


tical area from the middle and posterior cerebral arteries. 
The probabilities are that sufficient circulation to the 
macular area is maintained by one nutrient vessel if 
the other ceases to function. 

3. There is an extensive macular representation 
throughout the entire striate area. The inference here 


is that a lesion must be large enough to affect the entire’ 


visuoreceptive area before it can produce loss of macu- 
lar vision. 
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4. The patient with loss of half of the macular 
field unconsciously fixes slightly to one side of the 
fovea, using a functioning paramacular area to com- 
pensate for the loss. 

The sensory visual cortex of the occipital lobe, the 
striate area (area 17 of Brodmann), is joined by 
intragyral and intergyral fibers (arcuate fibers). These 
fibers also extend to the adjacent psychic visual cortex, 
which is also termed the parastriate and peristriate, or 
parareceptive and perireceptive areas (areas 18 and 
19 of Brodmann). These areas are concerned with 
visual reception and recognition and with revisualiza- 
tion and visual comprehension. Still higher visual cen- 
ters are those in the angular and supramarginal gyri 
in the lower posterior parietal lobe. Implication of these 
various so-called visuopsychic areas produces dis- 
turbances in visual perception and recognition, inter- 
pretation and evaluation and reaction to visual stimuli. 
Even though the visual object is seen by the sensory 
cortex, a disturbance ar destruction in the adjacent 
higher visual areas renders the person blind to its 
presence or to its proper reception or evaluation. 


CLINICAL MANIFESTATIONS 


Defects in the visual field and other clinical manifes- 
tations of diseases of the visual system vary chiefly as 
they concern the location and type of lesion. The chief 
components of the visual system are the retrobulbar 
optic nerve, the optic chiasm, the optic tract, the optic 
radiations and the visual cortex. The types of lesions, 
for the sake of simplicity and organization, are loosely 
grouped into inflammations, tumors and vascular affec- 
tions. Inflammations include a «variety of conditions, 
some probably more primarily degenerative than inflam- 
matory. Tumors include, besides neoplasms, other 
expanding growths, such as aneurysms, hematomas, 
abscesses, tuberculomas and gummas. Vascular dis- 


eases are produced chiefly by sclerotic and thrombotic 


vessels and, less frequently, by embolic occlusion. 
Angiospasms may also produce occasional vascular 
disturbances. 

RETROBULBAR OPTIC NERVE 

The retrobulbar optic nerve is involved chiefly in 
inflammations resulting in various types of retrobulbar 
neuritis which may be divided into extraneural neuritis 
or perineuritis and intraneural neuritis. 

The perineuritis which affects the sheaths of the optic 
nerve is frequently an extension from the meninges 
of the brain or from infections of the orbit and the 
sinuses. The so-called chiasmatic arachnoiditis is a 
more or less localized form of meningitis usually caused 
by the coccic infections which involve the optic chiasm 
and intracranial portion of the optic nerve. The visual 
fields usually show unilateral or bilateral concentric or 
sectoral peripheral defects. Meningovascular syphilis 
produces another type of basal meningitis frequently 
affecting the prechiasmatic optic nerve. In these cases 
superior altitudinal loss in the visual field may occur. 
Tumors of the nerve sheath such as meningiomas and 
tumors in the neighborhood, both orbital and intra- 
cranial, either by direct pressure on or by. interference 
with the blood supply, may produce peripheral changes 
in the fields. Sclerotic arteries and expanding aneu- 
rysms may act in like manner. Injuries to the optic 
nerves, which are especially vulnerable as they pass 
through the optic foramen, may produce changes in the 
visual fields. 

Retrobulbar optic neuritis usually presents a central 
type of defect of the visual fields. The scotomas may be 
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relative or absolute, or both. They may be paracentral, 
pericentral, cecocentral, sectoral or annular. With these 
central changes slight peripheral constriction is not 
uncommon. The changes in the central field may be 
an extension from perineuritis or they may develop 
from an infected infarct which forms a_ metastatic 
abscess. Systemic infections such as influenza and the 
exanthematous diseases may produce retrobulbar neu- 
ritis. The chronic infections such as syphilis, tuber- 
culosis, arthritis and gonorrhea may produce lesions of 
the central optic nerve with changes in the visual fields. 
Syphilis frequently produces definite and progressive 
concentric constriction of the visual fields. 

Probably the chief cause of retrobulbar optic neuritis 
is multiple sclerosis (disseminated sclerosis), one of 
the demyelinating diseases. This condition seems to 
have a predilection for the retrobulbar axons of the 
optic nerve. In these cases the lesions, and changes in 
the field, are usually unilateral, variable, mobile, fluctu- 
ating and fleeting. An acute type is that of transverse 
neuromyelitis optica of Devic, in which sudden and com- 
plete bilateral blindness occurs though one eye may be 
affected in advance of the other. There may be no 
change noted in the appearance of the fundi. Other 
types of demyelinating disorders are the acute dis- 
seminating encephalomyelitis usually caused by various 
infections and fevers and the encephalitis periaxialis 
diffusa of Schilder, a chronic form which is frequently 
located in the occipital lobe and optic radiations. 

Some of the abiotrophic or early degenerative changes 
may affect the retrobulbar optic nerve. Leber’s heredi- 
tary optic atrophy is a good example. It is definitely of 
a hereditary and sex-linked character and usually affects 
Central blindness frequently develops because 
of degeneration of the papillomacular bundle. At the 
same time concentric peripheral contraction may be 
noted. 

Toxic amblyopias from exogenous poisons attack 
chiefly the subchiasmatic optic nerve. Some authors 
believe that the retina may also be affected, the axons 
of the optic nerve from the ganglion cells of the retina 
being secondarily affected. It is exceptional to find 
pathologic changes in either location. In the usual type 
of amblyopia there is a bilateral involvement of the 
central fields implicating the papillomacular bundle. 
Tobacco and lead are common examples of poisons 
having this effect. In tobacco amblyopia the scotomas 


are usually centrocecal and relative with absolute nuclei. 


Ethyl alcohol is usually associated with tobacco. Methyl 
alcohol is extremely toxic and produces permanent 
destruction of the optic nerve in those who survive. 
Lead and the inorganic compounds of arsenic produce 
bilateral defects of the central field frequently with some 
peripheral constriction. 

Peripheral defects of the visual fields in amblyopia 
are found in poisoning with organic compounds of 
arsenic, in which there is frequently seen extreme 
bilateral concentric constriction. Quinine, in those with 
an idiosynerasy for the drug, manifests similar changes. 
Aspidium is in this class. 

Chronic types of retrobulbar neuritis are occasionally 
found. They may resemble toxic amblyopia and are 
frequently bilateral. The longer the condition persists 
the less chance there is of recovery with restoration of 
the areas in the visual fields which have been lost. 

In retrobulbar inflammations of the optic nerve a 
thorough history is necessary in order to determine the 
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presence of the infection or poison. Thorough labora- 
tory tests are necessary as well as a roentgenologic 
examination of the nasal sinuses, orbit, optic foramen 
and prechiasmal area. Occasionally encephalograms 
may be helpful. Tumors and vascular lesions must be 
excluded. 

OPTIC CHIASM 

The optic chiasm is involved chiefly by pituitary 
tumors, although other neoplastic growths in the neigh- 
borhood may also affect it. Pituitary tumors usually 
first press on the lower mesial fibers of the chiasm, 
producing a defect in the upper outer quadrants of the 
visual fields. Frequently one side is in advance of the 
other. As the tumor expands the upper mesial fibers 
are affected, resulting in a bitemporal hemianopsia. Then 
the lower nasal fields become involved, and finally total 
loss of vision results. The loss in the visual fields 
usually develops counterclockwise in the field of the 
right eye and clockwise in the field of the left eye. 
The optic chiasm may be affected by other tumors in the 
neighborhood such as craniopharyngionias and menin- 
giomas of the sphenoidal ridge and tuberculum sellae. 
Tumors of the third ventricle may press forward on the 
optic chiasm, producing bitemporal and central defects 
of the visual fields. 

In this ‘same area sclerosis of the internal carotid 
artery as it lies against the optic chiasm may produce 
binasal or altitudinal defects of the fields. An expand- 
ing aneurysm of the arteries in this location also may 
involve the optic chiasm. 

Inflammation of the meninges forming the chiasmatic 
cistern may produce defects of the visual fields, fre- 
quently of the altitudinal type. This is seen in chias- 
matic arachnoiditis and meningovascular — syphilis. 
Extension of retrobulbar optic neuritis may include the 
optic chiasm producing bilateral defects of the fields. 
Plaques of multiple sclerosis may also occur in the 
chiasm, usually resulting in bilateral scotomas. 

In this area roentgenologic examination is usually 
of great importance. [Expanding lesions, chiefly adeno- 
mas of the pituitary, produce deformities of the sella 
and erosion of the clinoid processes and the sphenoidal 
ridge and may produce shadows which are found 
chiefly in craniopharyngiomas and certain types of 
meningiomas and gliomas. Encephalograms and possi- 
bly -ventriculograms may be necessary to reveal surface 
or internal disturbances in the cranial cavity. Neuro- 
logic and laboratory tests, especially in reference to the 
pituitary and the autonomic nervous system, are fre- 
quently of aid in establishing a diagnosis. 


OPTIC TRACT 

The optic tract is affected chiefly by tumors at the 
anterior end which are the same as those involving 
the chiasm. Farther back vascular lesions are usually 
more frequently found. Tumors of the third ventricle 
or the temporal lobe may involve the optic tract from 
within or from without. 

The anterior part of the optic tract, as well as the 
optic chiasm, is supplied by many vessels from the 
circle of Willis. For this reason it is not apt to be 
involved in vascular diseases because of its good blood 
supply excepting from pressure of sclerotic vessels, 
aneurysm and clot. Farther back the tract is nourished 
chiefly from the anterior choroidal artery. A thrombosis 
of, or an embolus in, that vessel produces a homony- 
mous hemianopsia, usually complete. 


133 


520 


Because of the distribution of the visual axons in 
the optic tract changes in the fields are frequently in 
a sector or a quadrant and are homonymous. However, 
if the lesion is forward, bitemporal loss in the fields 
may be found. The edges of the defects in the visual 
fields are usually sloping and incongruous at the for- 
ward end, as the fibers from the crossing have not yet 
intermingled with the lateral fibers passing straight 
through the chiasm. The macular bundle of the optic 
tract may or may not escape the lesion. Forward it 
is more apt to become implicated, as it lies in the dorsal 
posterior part of the chiasm from which it passes into 
the dorsal part of the optic tract. 

Inflammation from meningitis of various types, 
abscess and syphilitic and tuberculous infections may be 
found in the area through which the optic tract courses. 
These conditions are less frequently the cause of involve- 
ment of the optic tract than are tumors and vascular 
lesions. 

Roentgenologic examination may reveal changes of 
diagnostic importance, especially at the anterior end 
of the optic tract, in conjunction with those conditions 
producing chiasmatic disturbances. As the tract skirts 
the hypothalamus, which contains the nuclei of the 
autonomic nervous system, defects in the visual fields 
may be combined with parasympathetic or sympathetic 
nervous symptoms. Diabetes insipidus is not uncom- 
mon, with involvement of the anterior part of the 
hypothalamus, and disturbances of heat regulation and 
blood pressure, among other manifestations, result from 
affection of the middle and posterior parts of the hypo- 
thalamus. 

LATERAL GENICULATE BODY 

In the lateral geniculate body isolated lesions have not, 
to my knowledge, been reported or recorded. Therefore 
involvement of the lateral geniculate body may _ be 
included in lesions of the posterior optic tract or of 
the beginning optic radiations. As the lateral geniculate 
body is at the retrolenticular end of the posterior limb 
of the internal capsule, its implication may produce 
homonymous hemianopsia along with sensory and 
motor disturbances by diseases of the adjacent superior 
peduncle of the thalamus and posterior limb of the 
internal capsule. 

OPTIC RADIATIONS 

In the optic radiations vascular diseases are the most 
frequent. .\s the radiations cover a great part of the 
superior temporal lobe, the posterior inferior edge of 
the parietal lobe and the occipital lobe, a large area 
is involved, so that many localities may be affected 
and rather large lesions may result. The anterior 
choroidal artery is the main vessel to supply the anterior 
part of the radiations, especially the lower visual fibers. 
In the middle portion of the radiations the middle 
cerebral artery and in the posterior radiations and visual 
cortex both the middle cerebral and the calcarine— 
especially the latter—branch of the posterior cerebral 
arteries are the nourishing vessels. Frequently throm- 
hoses of these arteries, and occasionally emboli, produce 
disturbances of the visual fields. 

Visual field changes are not exceptional in tumors 
of the optic radiations. Tumors of the anterior tem- 
poral lobe affecting the lower optic radiations show 
defects in the upper part of the visual fields, frequently 
with some disturbances of audition and equilibrium. 
Farther back, the lower optic radiations are involved 
in tumors of the lower temporal lobe and the occipital 
lobe. ‘Tumors of the upper temporal lobe, the lower 
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posterior parietal and the upper occipital lobe affect 
the lower parts of the visual fields. In addition, visual 
hallucinations may occur if the lesion is on the domi- 
nant side (left side in the right handed). 

Inflammations may affect the optic radiations. Occa- 
sionally a case of paraxial diffuse encephalitis of 
Schilder is seen in which plaques have been produced 
in the optic radiations. Some types of encephalitis may 
involve the radiations. 

The defects in the visual field from radiation lesions 
usually show edges sharp and congruous. The macular 
fibers are usually spared, at least in part, and seem 
less likely to become involved the farther back the 
lesion occurs. 

Ventriculograms may show an obliteration of a ven- 
tricle or its displacement. A pineal shadow also may 
indicate the presence of a lesion by its displacement. 
Meningiomas and oligodendrogliomas may produce 
shadows. Cardiovascular-renal and blood studies are 
of great importance, as most of the lesions are vascular. 
Injuries are not infrequent in this location and require 
thorough study by the ophthalmologist as well as by 
the neurologist and the neurosurgeon. 


VISUAL CORTEX 

Visuocortical lesions are also chiefly vascular. The 
chief arteries supplying this area are the middle and 
posterior cerebral arteries, of which the calcarine branch 
is the most important. Defects of the central part of 
the field usually indicate involvement of the posterior 
pole. Peripheral changes in the field are probably from 
lesions farther forward in the striate area. The upper 
lip of the calcarine fissure, the cuneus, when affected 
produces a homonymous defect in the lower part of 
the fields. A lesion in the lower lip of the calcarine 
fissure, the lingual gyrus, produces a homonymous 
defect in the upper part of the fields. Because the area 
of the posterior radiations and sensory visual cortex 
is relatively great, defects involving a sector or an inden- 
tation are seen usually at the inception of an expanding 
tumor. Vascular lesions frequently but not always 
produce a larger defect in the field immediately. Small 
scotomas of homonyous character may indicate a small 
lesion. If more centrally located in the field the lesion 
is farther back. Because there is a dual blood supply 
to the occipital pole, sparing of the macula is more 
frequent in defects in, the fields due to cortical lesions. 

Inflammations may involve the visual cortex. Here 
again toxins and poisons, viruses and bacteria and their 
products and metabolic and endocrine disturbance may 
act on the brain. In the sensory visual area loss in the 
visual fields or irritation is the result. Irritation may 
produce flashes of light or coarse hallucinations. Far- 
ther forward in the psychic visual areas irritation pro- 
duces more complex visual hallucinations on the leit 
side in the right handed. Visual illusions result from 
irritation to the psychic visual cortex chiefly from drugs, 
poisons and toxins. 

When the parastriate or peristriate areas of the visual 
cortex are involved (areas 18 and 19 of Brodmann), 
visual perception, recognition and revisualization may 
be lost, especially on the dominant side. With involve- 
ment of the still higher centers in the angular and 
supramarginal gyri, higher visual activities are cur- 
tailed. 

Loss of vision without changes in the fundus is seen 
in the functional diseases such as neurasthenia and 
hysteria. These disturbances will not be discussed. 
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CHANGES IN 
SUMMARY 
By way of generalization, in reference to defects in 
the visual fields, the following observations may aid in 
developing and supporting the proper diagnosis. 


A. Locations 


1. Inflammations are found chiefly forward in 
the retrobulbar optic nerve. 


2. Tumors, especially neoplasms, are more fre- 
quently located in the area of the optic chiasm. 


3. Vascular lesions more frequently affect the 
radiations and cortex. 


However, tumors, inflammations, degenerations and 
vascular disturbances may involve any part of the visual 
system. 

B. Onset 

1. Inflammations usually produce fairly rapidly 
changing fields. The chronic infections show 
less rapid changes but rather a slow gradual 
increase. Multiple sclerosis produces a rather 
rapid defect in the field, frequently relative in 
character, which may, and usually does, dis- 
appear within a short time. 


bo 


. Tumors, usually neoplastic, grow relatively 
slowly. So do aneurysms, which, before rup- 
ture, act as do tumors. Abscesses, tuberculo- 
mas and gummas are usually more rapid in 
their development and are usually accompanied 
by inflammatory symptoms. Hematomas from 
trauma, bleeding tumors and ruptured aneu- 
rysms and other vascular disturbances are 
rapid in the production of loss in the visual 
fields. 


3. Vascular diseases are frequently instantaneous — 


but, as in the case of thrombosis, may give 
a few days’ warning by producing relative and 
intermittent defects in the visual fields before 
the circulation shuts down, Hemorrhages and 
emboli are instantaneous. 


C. Duration (prognosis ) 


1. Inflammations, as a rule, have a tendency to 
subside, so that the prognosis is relatively 
good. There is léss chance of improvement 
the longer the defect in the field persists. 
Finding and eliminating the cause of the 
inflammation in time is an essential factor. 
Multiple sclerotic fields have a tendency to 
disappear in one location but may appear else- 
where. Defects in the visual fields from cere- 
brospinal syphilis do not, as a rule, improve 
but usually progress. 

2. Tumors show gradual progress in changes in 
the visual fields unless the pressure is removed. 
They produce defects in the visual fields both 
by direct pressure on the nervous elements and 
by pressure on the nutrient vessels supplying 
these elements. 


3. Vascular lesions behave according to type. 
There may be some improvement in cases of 
hemorrhage when absorption or surgical evac- 
uation has removed the pressure. In the cases 
of thrombosis and embolus, if the blood supply 
cannot be reestablished the defect remains. 
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In closing, it might be well to make one or two 
observations on the charting of visual fields. If the 
patient is cooperative, targets or spotters of different 
size should be used with varied illuminations. The 
color tests may also be used. Frequently perception 
of color is affected before perception of white, and it 
thus determines earlier the relative defects in the fields. 
Reduction of perception of red-green may also indicate 
involvement of the conduction fibers. Reduction of the 
perception of blue may suggest cellular or nuclear loss 
of function. However, many investigators of reputation 
believe that color tests indicate no more than do white 
targets of various sizes and different illuminations. 
They believe that intensity of illumination, size of target 
and light wavelength of test object (white or color) 
have a certain equivalent in the visual field. - 

An important aid is the charting of the relative 
defects in the fields, especially as they border areas of 
absolute loss. Comparison of their change of size or 
width may indicate whether the condition is progressing 
or receding. These relative defects usually represent 
the visual structure which is not completely damaged 
but which has become involved by inflammation, edema, 
pressure or other factors interfering with its proper 
function, They will be the next to be destroyed if 
the condition is progressing and will change from a 
relative to an absolute defect. On the other hand, if 
the relative defect becomes narrower or disappears, 
leaving normal field adjacent to an absolute defect, 
the process is receding or has abated. 

Clinicians are indeed fortunate if these more accurate 
studies of the visual field are possible. Only too fre- 
quently the patient, because of his impaired mental state 
produced by the condition which has caused the defect 
in his visual field, is beyond necessary cooperation. If 
the ophthalmologist could see these patients earlier he 
might be able to make a greater contribution to the 
proper diagnosis, 


ABSTRACT OF DISCUSSION 
Mayor Joun S. McGavic, Phoenixville, Pa.: Both the 
ophthalmologist and the neurologist can profit from a_ study 
in which clinical observations are confirmed by pathologic 
specimens such as Dr. Lyle has just presented. I wish that 


Dr. Lyle would give us his opinion about sparing of the fixation 


area in patients with hemianopsia. One important factor brought 
out by Dr. Lyle bears reemphasis. The areas of perception, 
recognition and interpretation (areas 17, 18 and 19 of Brod- 
mann) are separately represented in the visual cortex, although 
they are integrated by intragyral and intergyral fibers. One 
may, therefore, be misled in interpreting defects in the fields 
because the patient may see and not recognize, may see and 
recognize but fail to interpret the image to the examiner, and 
so forth. Lesions in the angular and supramarginal gyri 
in the posterior portion of the parietal lobe produce symptoms 
bizarre to the patient and lead to confusion on the part of 
both patient and examiner. In other words, the psychic visual 
area may be involved alone or in addition to the receptive 
portion of the calcarine area. One must always keep in mind 
that the determination of visual fields is a subjective examina- 
tion. Repetition of studies of the fields is therefore extremely 
important to insure accuracy as well as to follow changes 
in the defects in the diagnosis of ocular and neurologic dis- 
orders. After the liberation of American soldiers from the 
Japanese prison camps, one began to see many patients with 
nutritional amblyopia. The majority of these patients had 
normal peripheral fields with relative or absolute central or 
paracentral scotomas. The size and shape of the central and 
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cecocentral scotomas varied tremendously, but practically all 
had cecocentral scotomas for red test objects. Despite all 
arguments for quantitative fields with variously sized white 
test objects, there can be no doubt that with these patients it 
was far easier and more satisfactory to elicit a defect when 
red test objects were used. Many patients with considerable 
reduction in visual acuity and with definite central scotomas 
showed nerve heads which were well within normal limits. 
These patients had learned to use their eyes to the best 
advantage—fixing just to one side of the object and shifting 
fixation rapidly to build a picture from several partial images. 
None of them complained about anything—all felt that their 
vision was better than it actually was. I should like to 
emphasize what Dr. Lyle said, that the ophthalmologist’s con- 
tribution to diagnosis would be greater if he saw the patient 
earlier. There can be no question of this. It is too bad that 
there has not been more teamwork and trading of information 
between the “ophthalmologist and the neurologist. It is my 
feeling that this teamwork should start between the residents 
on the neurology and eye services of our hospitals—and continue 
as they become attending staff members. 

Dr. P. J. Letnrectper, Iowa City: At times, pathologic 
processes cause seemingly impossible symptoms. Bitemporal 
or homonymous hemianopsia may be caused by a dilated third 
ventricle which results from a shift of the anterior part of 
the ventricular system and a kinking of the aqueduct of 
Sylvius. In producing a homonymous hemianopsia, a fronto- 
parietal tumor may act in two ways. The pressure may be 
on the ipsilateral tract by herniated brain substance in the 
region of the uncinate gyrus, or it may be contralateral due 
to transferred pressure which squeezes the tract between the 
brain stem and the compressed temporal lobe. Lesions of the 
internal capsule cause a homonymous hemianopsia with hemian- 
esthesia, but only rarely is the lesion large enough to cause 
coexisting hemiplegia; if hemiplegia accompanies such a lesion, 
the accompanying coma precludes diagnosis of the visual loss. 
Hemiplegia and homonymous hemianopsia are the result of 
a lesion on the basal surface of the brain in the region where 
the optic tract swings around the cerebral peduncles and the 
contained pyramidal tracts. Pituitary tumor may exist without 
resulting in changes in the fields or without roentgenologic 
evidence of destruction of the sella. In an occasional patient 
the syndrome of cerebral tumor is fully developed, with choked 
disks and increased intracranial pressure but without localizing 
signs. Careful examination by all methods known to the brain 
surgeon fails to disclose a neoplasm or reason for the increased 
intracranial pressure. Such cases at operation reveal turges- 
cence of the brain which is transient but recurring in nature. 
This syndrome has been named “pseudotumor.” Some relief 
has been gained by trephination, but the choked disk may 
persist for months and years. I have observed such a case 
during a period of more than four years, during which time 
the elevation of the nerve head has been present at each exami- 
nation but visual fields have remained normal. The text- 
books state that temporal pallor is a pathognomonic sign of 
multiple sclerosis. Temporal pallor is a common physiologic 
finding and is of no diagnostic importance in multiple sclerosis 
unless it is accompanied by diminished central visual acuity, 
which means then that there has been previously existing 
retrobulbar neuritis which has destroyed some of the visual 
fibers, produced a real optic atrophy and a central scotoma. 

Dr. Donatp J. Lye, Cincinnati: I wish to thank Major 
McGavic and Dr. Leinfelder for their kind discussion. Major 
McGavic asked one question which I have answered in my 
paper, but I did not read the paper. I will just read that 
paragraph briefly.  [. Dr. Lyle read the paragraph in 
his paper commencing with the words “Several reasons have 
been advanced. ."]| Those, I believe, are the chief ideas 
brought forth as to the sparing of the macula. There has 
been some other work developed, although I believe that includes 
the four chief causes at this time. I wish to thank you. 
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for Aircraft Pilots 


COMMANDER HOWARD R. BIERMAN (MC), U.S.N.R. 

LIEUTENANT (jg) RUSSELL M. WILDER Jr., MC(S), U.S.N.R. 
and 

LIEUTENANT (jg) HARPER K. HELLEMS, MC(S), U.S.N.R. 


During the past seven months investigations of the 
effects of impact forces on the human body have been 
carried out with the impact decelerator (fig. 1) previ- 
ously described. In an airplane crash the pilot or 
aircrewman is flung forcibly forward against his 
restraining harness. The impact decelerator produces 
stresses on the subject by jerking the harness back- 
ward against the abdomen and shoulders and offers 
a highly useful and convenient technic for studying 


Fig. 1.--The Impact Decelerator: Impact forces are transmitted to the 
subject through the rod (H) and shoulder and belly straps by the arrest- 


ing of falling weights (J) by the load rod head (1). These forces are 
measured by S wire strain gages attached to the rod. 


impact forces of the order of magnitude of those which 
are believed to occur in an aircraft crash. 

The conventional safety harness transmits impact 
forces to the subject over a relatively narrow area of 
body surface.” The forces transmitted to the body with 
this harness during an impact are unevenly distributed 
and are concentrated at the umbilicus and the clavicular 
areas, suggesting the need for modification. The first 


Read in the symposium on “Physiology of High Altitude Flight” 
before the Section on Pathology and Physiology at the Ninety-Fifth 
Annual Session of the American Medical Association, San Francisco, 
July 4, 1946. 
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1. Bierman, H. R.: Design of an Impact Decelerator, Research 
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30, 

2. Bierman, H. R., and Larsen, V. R.: Distribution of Impact Forces 
on the Human Through Restraining Devices, Research Project X-630, 
Report no. 4, Naval Medical Research Institute, Feb. 18, 1946, 
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modification (model A) employed a vest-type garment 
with an area of 156 square inches and distributed the 
forces over twice the area of the body covered by the 
conventional harness.° This harness, constructed of 
semirigid, drawn, heavy nylon fabric, was capable of 
offering increased protection against larger impacts. 

The limit of tolerance of the human body to impact 
using the regulation type harness (area about 76 square 
inches) was found to be about 2,000 pounds impact 
produced by dropping 165 pounds from a height of 
3 feet. When a semirigid vest-type harness (model A) 
was used (area about 156 square inches) the tolerable 
limit was increased to 3,300 pounds, obtained by 
dropping 165 pounds from 5 feet. 

The criteria for tolerance of the volunteer subjects 
used in these experiments were the appearance of 
cutaneous ecchymoses or the initial suggestion of injury 
to ligaments, muscle or bone—the type of injury which 
occurs frequently in football. These clinical obser- 
vations together with changes in the electrocardiogram 
and in the respiratory pattern, subjective complaints of 
the subject and observations of the investigator served 
to fix the end point of maximal tolerable impact. It 
was soon found, however, that the impact curve 
recorded by the strain gages followed a fairly character- 
istic pattern for any type of semirigid harness (fig. 2). 

Figure 2 shows a strain-gage ‘tracing of a 10,000 
pound impact applied to a dummy in a semirigid harness. 
The impact was produced by dropping a 500 pound 
weight from a height of five feet, equivalent to 2,500 
foot-pounds of energy. The duration of impact is 0.17 
second, but its maximum force occurs during the first 
0.06 second. The sharp peak represents the type of 
impact force which the subjects have found to be least 
tolerable. A human being probably could not survive 
this impact of 10,000 pounds. Since an effective, pro- 
tective harness must prevent this full impact from 
reaching the subject, this drop of 500 pounds from five 
feet was used for the final test purposes. A reference 
to the “maximal load” means this drop involving 2,500 
foot-pounds which produces a 10,000 pound peak 
impact on a dummy using a semirigid harness. 

Since the torso is asymmetric and since various parts 
of the body are more resistant to impact than others it 
is essential that provision be made to distribute the 
forces to the parts most capable of absorbing the energy 
of the impact. This distribution of impact forces must 
also be such as to minimize shearing effects on the body 
caused by uneven forces. 

Further investigations with the impact decelerator 
and high speed cinematography yielded information 
concerning the effects of the initial part of the impact. 
The rate of loading was found to bear a relationship to 
the maximal tolerable load.*| Rapid application of the 
impact causing the peak to occur in less than 30 or 40 
milliseconds was exceedingly uncomfortable. In gen- 
eral, the slower rates of loading were preferred by the 
subjects.° 

Another series of experiments indicated that those 
undergoing impact prefer the force to be evenly applied. 


3. Bierman, H,. R., and Hellems, H. K.: Increased Protection to 
Impact Forces Brought About by a Larger Area of Distribution, Research 
Project X-630, Naval ‘Medical Research Institute, to be published. 

4. Bierman, H. R., and Larsen, V. R.: Reactions of the Human to 
Impact Forces "Revealed by High Speed Motion Picture Technic, Research 
Project F te 30, Report no. 5, Naval Medical Research Institute, April 

5. or H. R.; Hellems, H. K., and Wilder, R. M., Jr.: The 
Rate of Loading of Impact Forces and Its Relationship to the Tolerance 
of the Human to Maximal Loads, Research Project X-630, Naval Med- 
ical Research Institute, to be published. 
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Irregularities of the force proved to be particularly 
disagreeable. 

The potential energy produced by an impact is pro- 
portional to its force multiplied by the distance traveled. 
Large peaks of force can be effectively avoided by 
slightly increasing the distance of travel. Undrawn 
nylon elongates in direct proportion to the kinetic energy 
applied. It has insignificant recoil. This material can 
be made so that it begins its stretch at loads below the 
injury threshold. 

The lower curve of figure 2 represents a desirable 
and practical impact force whose characteristics are 
based on previously obtained data. The curve rises 
slowly. It has no irregularities, and it stays below the 
injury producing level. Its plateau is maintained for 
0.15 second before it drops off to the base line. Its 
duration is longer, 0.24 second as compared to 0.17 
second, but it represents the same “maximal load.” 
Although its plateau is 3,250 pounds, it occupies the 
same area on the graph (contains the same energy) as 
the shorter impact whose maximum peak is 10,000 

unds. 

It was felt that an impact which closely followed such 
a force-time pattern would be least likely to produce 


10,000 Ib. impoct (Standerd Harness) 
3,250 ib impact “Desirable Curve” 


i i i 


or 


9 12 
Time in hundredths seconds 


g. 2.—Strain gage tracing of an actual 10,000 pound iepact on a 
dummy ‘contrasted with “desirable” impact force curve. 


injury. Three harnesses (models A, B and C) were 
constructed in an attempt to approximate this curve and 
thereby allow the human body to withstand safely 
larger impact forces. Model B harness was used in 
the initial stages of development of the principles for 
protection against impacts. It was discarded in favor 
of a later and more finished model. 


EXPERIMENTAL DESIGN 


The impact decelerator was used to produce impacts 
to test the new restraining harness (model C) on volun- 
teers. A “maximal load” was utilized. Measurements 
of the total force as well as of the pressure exerted by 
the harness against the anterior wall of the chest were 
recorded by small wire strain gages. 

The model C harness covers the thorax and abdomen 
and has an area of 156 square inches (fig. 3). The 
harness is'a combination shoulder strap and lap safety 
belt. It is in the form of a vest which has two straps 
leading from the shoulders and two straps leading later- 
ally from its abdominal portion, The vest portion of 
the harness which is in contact with the thorax and 
abdomen is made of undrawn nylon duck (90 by 61 
count by yarn). The stray material is made of undrawn 
nylon® only in the lengthwise direction, The cross 


6. Undrawn nylon as yet remains in the experimental stage. 
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filler thread is drawn nylon and does not stretch sig- 
nificantly during impact. The vest material stretches 
slightly in both directions on impact, permitting the gar- 
ment to form-fit the torso and thus distributing the load 
in proportion to the pressure exerted by the body con- 
tacting it. Since undrawn nylon has a lower elastic 


3.—Subject wearing model C harness on the impact decelerator. 


Fig. 
Measuring devices (ear photo cell and respirometer) are also shown. 


constant than conventional harness webbing it will 
stretch more before the draw load is reached and will, 
therefore, apply the load more gradually. As soon as 
the impact load reaches the draw load of the undrawn 


nylon strap material, which is placed at an impact load ~ 


known to be safe for human beings, the strap will 
increase in length in an amount related to the force 
developed. It will continue to elongate without recoil 
until it reaches a limit beyond which it stretches like 
drawn nylon (fig. 5). 
RESULTS 

Impact forces were gradually increased to a “maximal 
load” and were easily tolerated by volunteers using the 
undrawn nylon (model C) harness (fig. 5). The effect 
of this impact on the subjects while wearing the model 
C harness was considerably less distressing than in 
previous tests using a semirigid harness with loads one- 
fifth this magnitude. The subjects also felt that the 
impact load was apphed more gradually and with less 
shock than if a semirigid harness had been used. The 
volunteers reported that the load during impact was 
distributed more comfortably over the torso. Specific 
areas of pressure were not observed beneath the harness. 
Untoward reactions were not apparent. The subjects 
stated unanimously that they preferred the “maximal 
load” with the model C harness to 2,000 pound impacts 
(165 pounds dropped from 3 feet) with the semirigid 
(model A) harness. 

Physiologic data recorded during and after varying 
impacts with different harnesses are to be presented in 
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a separate report.’ These data closely parallel the sub- 
jective reactions of the volunteers. With the model C 
harness physiologic changes did not occur comparable to 
those seen after impacts delivered when the semirigid 
harness was worn. 

With the factors presented in the summary of this 
report incorporated in one harness (fig. 4) it has been 
possible to protect a person against 500 pounds dropped 
3 feet with but 6 inches of decelerative distance. The 
material in the model C harness begins to stretch at a 
draw load of 2,200 pounds. With “maximal loads” the 
model C harness stretched 13 inches. Using undrawn 
nylon that begins to elongate at higher draw loads, the 
harness stretch for the “maximal load” will be less. 


COMMENT 

The effectiveness and adaptability of a vest-harness 
device for the protection of persons in aircraft against 
linear acceleration depends on the character of the 
force encountered and many other factors that can be 
unequivocally evaluated only by experimental aircraft 
crashes. The data outlined comprises the underlying 
principles employed to secure maximal protection 
against the type of force produced by the impact decel- 
erator and the demonstration of the comparative value 
of different types of harness to achieve this type of pro- 
tection. 


DEFLECTION 
amounts of energy wih 


Fig. 4. "Diagram to illustrate features of protection embodied in new 
(model C) harne The schematic time-force curves apply to forces 
as produced with "the impact decclerator. 


The conventional harness protects effectively against 
impacts of 2,000 pounds on the impact decelerator. 
Subjects using a harness of larger area over the thorax 
and abdomen have tolerated impacts of 3,000 pounds. 
When such a harness incorporates the features of maxi- 
mal area and more equal distribution to the torso, the 


7. Bierman, H. R.; Wilder, R. M., Jr., and Hellems, H. K.: The 
tg bra pom Effect of Compressive Forces on the Torso, Research Proje ct 
X-630, Naval Medical Research Institute, Report no. 8, Dec. 19, 1946. 
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human can tolerate greater impact loads. If the rate of 
loading is slowed and irregularities in the force applied 
are removed, the injury threshold is still further raised. 
And if, in addition to the above factors, a small distance 
of controlled stretch without recoil is employed, a 
“maximal load” can be effectively absorbed without 
injury. 

It is known from previous studies“ that a person 
wearing a semirigid harness can successfully withstand 
impact loads only as high as 3,000 pounds without tissue 
damage. Attempts to exceed this force have led to 
injuries. 

The basic protective principle in the model C harness 
is the stretching of the undrawn nylon without recoil 
under a draw load below the injury threshold for body 
tissues. The excess energy which would otherwise 
cause tissue damage is absorbed by the harness without 
injury to the wearer. It is this type of protective decel- 
eration involving either the stretching of material or 
the absorption by material compressed through dis- 
tances of the order of 6 inches that no doubt enabled 
persons as reported by DeHaven ° to survive falls esti- 
mated to exceed 200 g. (The symbol g denotes the 
force of gravity.) 

It follows then that the draw load for a protective 
harness for use in aircraft should be set at a reasonable 
level below that of the injury limit. This is the critical 
consideration. Higher draw loads will decrease the 
amount of decelerative distance but at the expense of 
probable tissue damage. 


Note the difference in distance 


Fig. 5.—-Closeup of shoulder strap. 
between the ink marks im the stretched and unstretched portions of the 


strap. Prior to impact these marks were equidistant. 
ADDENDUM 

An investigation of experimental aircraft crashes has 
been completed since this paper was given, Nine air- 
craft were crashed into a solid dirt barrier at approxi- 
mately 100 miles per hour simulating the forces involved 
when a stalled aircraft crashes head on into the ground 
from 300 to 500 feet. The planes decelerated within 
5 feet. Both the aircraft structure and anthropomorphic 
dummies in the aircraft were instrumented. High speed 
cinematography permitted further visual and physical 
analysis. Severe, nonuniform accelerations of 0.05 to 
0.15 second were found with the conventional semi- 
rigid straps. The decelerating vest lengthened the dura- 
tion and reduced the peak force significantly, similar 
to its action and effectiveness in the laboratory. Full 
results of this study are in preparation. 


The available seat-to-gunsight distance varies for all’ 


aircraft ® and is the critical factor toward limiting the 
maximal protection one can afford such personnel 
utilizing the principle of added deceleration. 

In a fatal airplane crash whose duration approaches 
1 second, it is believed that impacts of lethal magnitude 
are produced during only a brief portion of the total 


DeHaven, H.: Mechanical Analysis of Survival in Falls from 
Heights of Fifty to One Hundred and Fifty Feet, War Med. 2: 586-596 


(July) 1942, 

. K., and Bierman, H. R.: 
of Personnel Undergoing Deceleration Within 
X-630, Naval Medical Research Institute, 


Characteristics of Motion 
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to published. 
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time (fig. 7). It is felt that adequate protection against 
these accelerative peaks is the first essential in the 
saving of lives otherwise lost through crash injuries. 

In an aircraft crash the forces are applied first to the 
aircraft structure and then transmitted to the pilot 
through the structures leading back to the seat and its 


1/60 SEC. 


Fig. 6.—-Strain gage recording on subject H. W. H. wearing 
model C harness of a maximal impact produced when 500 pounds was 
dropped from 5 feet on the impact decelerator. The upper curve 
represents the pressure record produced by the vest pressing against 
the anterior wall of the chest; 1.34 cm. of deflection of the curve is 
equivalent to 7.06 psi. The lower recording is a total force curve as 
measured by the block gage; 2.08 cm, of deflection represents 2,209 pounds 
impact force. Timing lines are one-sixtieth Aye It can be seen that 
at no time does the subject receive more that 209 pounds impact despite 
the fact that this same load would oa ic 000 pounds on a dummy 
had a semirigid harness been used. (Note: psi, pounds per square inch.) 


707 (psi) 
CHEST 
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attachinents to the restraining devices. During such 
transmission of force, there is undoubtedly an absorp- 
tion of energy so that the force reaching the subject 
is less than the initial force at the point of the impact 
of the aircraft." The amount of energy that can be 
absorbed by the aircraft structure during a crash is 
unknown. Whatever this absorbed energy, which may 
be termed factor x, it acts to protect the person. Hence, 
if the model C harness protects the wearer against 
40 g, it should then suffice to protect him against impact 
forces developed in aircraft that crash with forces 
exceeding 40 g by the unknown structural absorption 
factor x. Therefore, it is apparent that the cockpit 
must be made sufficiently strong to resist forces of at 
least this magnitude. 
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Fig. 7.--Hypothetic illustration of the impact forces oceurring during 
an aircraft crash ef 1 second total duration. The injury threshold is 
exceeded only during the first 0.15 second. 


SUM MARY 
1. A restraining harness for aircraft pilots has been 
developed which has successfully protected volunteers 
against 2,500 foot-pounds delivered on the impact 
decelerator by dropping a 500 pound weight 5 feet. 
This impact force expended in 0.15 second on a dummy 


10. Bierman, H. R.: A Study of Methods of Intentionally 
Aircraft with Purpose Toward the Survival of 
Report no, 496, Feb. 21, 1946 
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enclosed in a semirigid harness is featured by 10,000 
pound peaks as measured by strain gages. 

2. The factors which contribute to the effectiveness 
of this harness are: (a) distribution of the impact load 
over a large body area; () distribution of the impact 
load to regions of the body best able to withstand high 
impact forces; (c) gradual rate of application of force 
due to high initial elasticity of the material; (d) damp- 
ening out of small irregularities during the period of 
impact, and (¢) the property of the material to elongate 
inelastically when the applied force reaches a _pre- 
determined tolerable limit, permitting the absorption 
of large amounts of energy. 

The principles outlined in this report may be applied 
to protection against many other types of large accelera- 
tive forces that may be encountered, for example, in 
automobile and train accidents.” 


GONIOTOMY FOR CONGENITAL GLAUCOMA 
Urgent Need for Early Diagnosis and Operation 


OTTO BARKAN, M.D. 
Son Francisco 


Congenital glaucoma in the past has resulted in a high 
percentage of blindness, due to lack of an adequate 
operation, 

Anderson ' stated: “There is no division of opinion 
regarding the severity of the visual loss and its pro- 
gressive nature in spite of treatment. Seefelder found 
that 81 per cent of his series of 60 eyes were quite or 
almost blind. Ten of the 46 patients were in blind 
asylums. In only 15 was the corrected vision as good 
as 6/60.” 

In 1941, I reported on 17 patients with congenital 
glaucoma operated on by goniotomy.? In the present 
article results of goniotomy performed on 76 eyes are 
recorded. (Goniotomy preserved useful vision in most 
cases. When combined with early diagnosis, it gave 
excellent visual results. A plea is made for early 
diagnosis and prompt adequate operation. 

The observations and conclusions on diagnosis, patho- 
logic conditions and surgical treatment presented in 
this communication are based on my experience dur- 
ing the past ten years in a series of 51 children and 
infants afflicted with infantile or congenital glaucoma. 
Of the 76 eyes operated on by goniotomy, in 66 the 
operation normalized pressure and maintained or 
restored vision over periods ranging from one to ten 
years. In 10 eyes the operation was unsuccessful. 
Eleven eyes, 10 of which had been previously trephined, 
were in an advanced degenerative stage which did not 
permit goniotomy. All patients were private patients 
who lent themselves well to careful analysis. Detailed 
operative technic including modifications recently 
reported * will be published in a future article. 


11. With the decelerative distance permitted in these cases, one may 
apply such information to any linear accelerative force and predict with 
reliability how much protective accelerative distance is needed for such 
contingencies as a blow on the head, falling on a deck, running into the 
edge of a table or an automobile bumper hitting a leg, provided, of course, 
one knuws what the accelerative curve is to be for that instance. 

Read betore the Section on Ophthalmology at the Ninety-Fifth Annual 
Session of the American Medical Association, San Francisco, July 4, 1946. 

1. Anderson, J. R.: Hydrophthalmia or Congenital Glaucoma, London, 
Cambridge University Press, 1939, p. 104. 

2. Barkan, O.: Operation for Congenital Glaucoma, Am, J. Ophth, 
23: 552-568 (May) 1942. 

3. Barkan, O.: Goniotomy, Am. J. Ophth. 28: 1133-1134 (Oct.) 1945. 
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DEFINITION AND TERMINOLOGY 

The term “congenital glaucoma” is used to imply 
that the cause is congenital rather than that the condi- 
tion is clinically evident at birth. Although symptoms 
are often present at birth, in many cases they do not 
occur until the age of 2 or more months. For this 
reason the term “infantile glaucoma” also appears suita- 
ble, because it implies that the condition may occur at 
any time during infancy. The enlargement of the 
eyeball suggested by the time-honored term “buphthal- 
mos” or “ox eye” represents an advanced stage of the 
condition. Such a term tends to make for a fateful 
delay in diagnosis since, as is known, the majority of 
cases of infantile glaucoma show congestive symptoms 
long before the eye is manifestly enlarged. Diagnosis 
should, if possible, be made soon after the onset of 
congestive symptoms and should not be deferred until 
enlargement of the bulbus becomes obvious. The term 
“congenital or infantile” glaucoma would appear appro- 
priate, therefore, for the purpose of early diagnosis and 
treatment, because it suggests onset at birth or during 
infancy and does not connote pronounced bulbar 
enlargement as does “buphthalmos ” 


DIAGNOSIS 


The early signs in congenital or infantile glaucoma 
are often of a congestive and irritative nature. In 
the present series out of 87 eyes, 70 showed congestive 
symptoms at the time of onset. 

The congestive symptoms which are caused by 
increased pressure consist of (1) corneal cloudiness, 
minor or extreme; (2) hyperemia of the bulbar con- 
junctiva, slight to moderate; (3) photophobia, which 
may be extreme; (4) epiphora, and (5) blepharospasm. 

In 30 eyes cloudy cornea was present at birth. In 
35 eyes the onset of congestive symptoms appeared 
between the first and fourth months. In 11 eyes the 
onset was between the fourth and ninth months. Some 
increase of pressure and enlargement of the eyeballs 
was present before congestive symptoms appeared, 
since these children are often described as having had 
especially beautiful (1. e. large) eyes. This appearance 
in otherwise normal-looking eyes should arouse sus- 
picion. Usually, however, the onset of congestive 
symptoms is the feature which calls attention to the con- 
dition ; the onset is often rapid and may be even sudden. 
Such was the case in 6 infants in this series in each of 
whom cloudiness of the cornea was discovered by the 
mother when the infant was taken up in the morning ; 
the eyes had been clear the previous night. In 1 case 
the cloudiness was discovered when the infant was 
taken up from its afternoon nap. 

The cloudiness of the cornea is often associated with 
photophobia, which may be so intense that the eyes 
cannot be opened except in the dark. For this reason 
it was impossible to obtain preoperative photographs 
in many cases. Figure 1 illustrates moderate cloudi- 
ness of the cornea. Figure 2 shows the same patient 
postoperatively. Figures 3 and 5 illustrate preoperative 
congestive signs of minor degree which permitted of 
photography. Figures 4 and 6 show the same patients 
postoperatively. In the case of T. M., aged 11 months, 
the eyes were of normal appearance until the age of 
6 months. When after whooping cough and pneumonia 
the mother noticed cloudy corneas. From then on the 
child was extremely photophobic. It spent its life play- 
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ing at night in a dark room and sleeping during the 
day. When brought for examination it kept its head 
buried in its mother’s bosom. A glimpse of the eyes 
could be obtained only by separation of the lids by 
force because of the intense blepharospasm. Ten days 
after the operation the corneas were clear and the photo- 
phobia almost absent. Figure 7 shows this patient 
sixteen months after the operation. The corneas are 
clear; vision is excellent. 

The corneal cloudiness and lack of luster which are 
characteristic of the early stage can be shown by stain- 
ing with fluorescein sodium to be due chiefly to a 
disturbance of the epithelium. [ am convinced that it 
is largely this disturbance, consisting of roughening of 
the corneal epithelium, which is the cause of the irri- 
tative symptoms and photophobia; these in turn seem 
to be aggravated by exposure to air and light. 

A physician who first sees the child with these 
congestive symptoms is apt to make a diagnosis of 


first seen July 25, 


Fig. 1 (preoperative).-P. O'Q., aged 5 months, 
1944, ’ Cloudy corneas developed six days before. Patient showed slight 
photophobia and tearing since birth. Pupils are in miosis due to three 
imstillations of 5 per cent solv*'on of prostigmine every three hours. 


conjunctivitis, blepharitis or keratitis. He is not prone 
to think of glaucoma because the term “buphthalmos” 
is associated in his mind only with enlargement of the 
eyeball. The resulting delay in arriving at the correct 
diagnosis and institution of proper and adequate treat- 
ment may be tragic, for by the time that the eyeball 
is strikingly enlarged the patient is usually well on his 
way to partial or total blindness. Therefore, in every 
case in infants in which irritative phenomena or corneal 
cloudiness is present, even though the bulbus does not 
appear enlarged, glaucoma must be suspected and intra- 
ocular pressure tested with a tonometer. 

The tension should always be measured with the 
patient under ether anesthesia which must be deep at 
the moment of measurement. Other general anesthetic 
agents have proved unsatisfactory. It has been found 
that the tension may vary 10 to 15 mm. of mercury, 
depending on the depth of anesthesia, and that only 
when the patient was completely relaxed was the ten- 
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sion constant. Cases have been observed in which 
increased tension due to insufficient anesthesia led to 
an incorrect diagnosis of congenital glaucoma. In the 
present series of cases in which the pressure was 


Fig. 2 (postoperatively).—-P. O'O., aged 242 years. From Aug. 9, 1944, 
to Oct. 2, 1945, four goniotemies were performed on each eye: The 
last operation on the right eye was nine months ago, and on the left eye 
eighicen months ago. Note clear corneas, normal- -appearing eyes and 
complete absence of symptoms. Tension (McLean) March 17, 1946, was 
34 mm. in the right eye and 34 mm. in the left we without use of 
miotics, Refraction was -—2.00 sphere in eac . Ophthalmoscopic 
examination showed normal appearance of heads Py optic nerves. 


elevated, 5 per cent solution of prostigmine was instilled 
in the eyes every three hours, and goniotomy was per- 
formed as soon as possible. 


Fig. 3 (preoperative).—T. 
1942, 
became cloudy overnight. 
eye could be opened with difhculty; 


C., aged 11 months, first seen July 10, 
Two months previously, on May 11, 1942, cornea of left eye 
ere were photophobia and The 
the bulbus was enlarg 


In cases in which the cornea is sufficiently trans- 
parent one finds on careful gonioscopic examination 
characteristic evidences of congenital glaucoma in the 
angle of the chamber. 
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CONGENITAL 

CAUSE OF REDUCED VISION IN 
GLAUCOMA 

Anderson * has pointed out that the cause of the 

reduced vision in infantile glaucoma is usually regarded 

as being atrophy of the optic nerve and one or more 


INFANTILE 


Fig. 4 (postoperative).—-T. C., aged 14 months, three months el 
goniotomy was performed on the left eye, on August 21, 1942. Not 
clear cornea, The left is slightly enlarged, but is 
in appearance. On May 25, 1944, twenty-one months after the operation, 
tension (McLean) was 29 mm. in the right eye and 28 mm. in the left 
eye without use of miotics. Refraction wes as follows: right eye, —-1.06 
cyl. = —- 1.00 cyl., axis 180; left eye — 3.50 sphere. Gonioscopy of the 
left eye showed stripping of angle in one third of its circumference, 
Ophthalmoscopic examination showed wide shallow excavation of the head 
ot the optic nerve of the left eye but no atrophy. 


disorders in addition. In the present series atrophy 
of the optic nerve and others of these disorders were 
not the original cause but were the result of progres- 
sive enlargement of the eveballs and of degeneration of 


Fig. 5 (preoperative).—-J. V., 
slightly larger and cloudy; there was some tearing. 


aged 6 years. Since birth left eye was 


When first seen May 
10, 1943, tension in right e eye was normal, and in left eye was +1 to 
+ 2. Photograph shows patient avoiding light. There is some tearing. 


tissue associated with the late, advanced stage of the dis- 
ease. The primary cause of reduced vision in most cases 
in the series was a disturbance of the cornea. This dis- 


4. Anderson,’ p. 105. 
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turbance begins with corneal cloudiness (edema?). 
It appears to coincide with the onset of increased intra- 
ocular pressure. If allowed to persist it is followed by 
permanent scarring of the cornea with associated irregu- 
lar astigmatism and ensuing amblyopia of greater or 
less degree. Those patients in whom the corneal cloudi- 
ness was relieved within a few days after its onset 
acquired acute vision. Therefore, prompt relief of 
corneal cloudiness seems to result in two great benefits : 
1. The degree of permanent residual corneal scarring 
and irregular astigmatism is minimized. 2. The dura- 
tion of the impediment to development of vision during 
the period of growth is shortened, and consequently 
the opportunity for development of amblyopia is mini- 
mized. 
EFFECTS OF HYPERTENSION 

1. Corneal Cloudiness—Corneal cloudiness is the 
main characteristic of the congestive phase of the early 
stage and is at this stage completely reversible surgi- 


Fig. 6 (postoperative). —J. ed 7 years. Goniotomy was performed 
May 


Tv. 
on left eye 12, 1943, el shows patient one year after 
operation. Note ‘dune cornea, absence of photophobia and normal appear- 
ance. Patient was last seen July 2, 1946, three years, two months after 
operation; excellent condition had been maintained; tension in right eye 
was 31, in left eye 33 (Mclean), without miotics; media were clear; 
ophthalmoscopic examination showed wide shallow excavation of head of 
optic nerve not extending to the rim; color of disk was g Vision 
without correction, in right eye, is_0.8; in left eye, 0.4. With er 
vision in left eve is —- 0.50 sph. > —- 0.75 eyl., axis 90, = 0.6 and J-2. 


cally and in some cases by miotics. The cloudiness 
usually occupies the central area. In cases of severe 
disease it may cover the entire cornea, leaving only 
a strip adjoining the limbus clear. Fluorescein sodium 
stains such corneas. Prolonged exposure to air, such 
as occurs when the blinking reflex is prevented while 
the patient is under general anesthesia, increases the 
cloudiness and staining within a few seconds; if the 
lids are kept closed for a few minutes these decrease. 
That the corneal lesion is at least partially dependent 
on exposure is confirmed by its characteristic locali- 
zation in the zone of the palpebral fissure. 

The roughened epithelium appears to be the cause 
of the irritative symptoms, which in turn are aggravated 
by exposure to air and light. These irritative symptoms 
promptly disappear after normalization of pressure. 
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coincident with the simultaneous restoration of corneal 
luster and epithelial integrity. Clinically the child’s 
comfort closely parallels the epithelial integrity. Patients 
presenting high intraocular pressure and good corneal 
luster are usually comfortable and show no trace of 
photophobia or other irritative signs. Patients present- 
ing lower pressure and poor corneal luster display 
irritative symptoms. The tolerance of the cornea to 
increased pressure manifests great individual variation. 
In some cases in which the tension is 50 mm. (McLean ) 
the cornea may remain clear and irritative symptoms 
be absent during the course of many months; in others 
the development of the same degree of tension may 
immediately produce definite cloudiness and irritability. 

Cloudiness of the corneas at this early age sometimes 
is associated with nystagmoid movements. In 2 cases 
these were relieved by clearing of the cornea. To 
illustrate: J. McL., born with cloudy corneas, pre- 
sented pronounced nystagmoid movements when first 
seen at the age of 5 months. Three weeks after nor- 


Fig. 7 
1943, 
hoth corneas became cloudy and photophobia was extreme, so that the 


(postoperative).—-T. M., aged 11 months, first seen July 14, 
After whooping cough and pneumonia at the age of 6 months 


eyes could not be opened in daylight. Goniotomy was performed six 
months after onset of symptoms, on the right eye on May 17 and on 
the left eye on May 20, 1943. Nine days after the operation the corneas 
were clear, eves were open and patient tolerated light well. Eyes were 
normal in appearance except for slightly increased size. There was no 
sign of corne al opacity, but retinoscopy showed slight Ledhentans corneal 
astigmatism. vere was myopia of approximately — 2.09 sphere. On 
Sept. 27, 1944 (sixteen months after the operation), tension (McLean) 
was 29 mm., in the right eye and 20 mm. in the left eye without miotics. 
In June 1946 (three vears after the operation) a letter from Texas 
reported patient's condition to be excellent to date. 


malization of pressure in both eves by gomiotomy, these 
had greatly decreased. They disappeared almost entirely 
in the course of the next several months. In the case 
of J. H., aged 3 months when first examined, corneal 
cloudiness had developed two weeks previously. Dur- 
ing the interval of fifteen days which elapsed between 
operations on the two eyes ny stagmoid movements 
made their appearance. Two weeks after operation 
on the second eye, when pressure was normalized and 
the corneas were clear, these disappeared. 

Cloudiness of the cornea also requires quick relief 
(1) because of the rapidity with which it interferes 
with the development of vision and (2) because the 
longer it exists the denser and more extensive will be 
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the ensuing permanent scar. The present series shows 
that corneal cloudiness can be relieved and that in most 
cases formation of a permanent corneal opacity and 
development of amblyopia can be prevented in great 
measure by early diagnosis and prompt operation. 


Fig. 8 (postoperative)..-H. B., aged 7 months when first seen on June 
28, 1939. Threc months previously the cornea of the left eye had become 
Tension in the right eye was 20 mm. and in the left 90 mm. 
(McLean). Goniotomy was performed on the left eye on June 29, 1939. 
Drops of 5 per cent solution of prostigmine were instilled every three 
hours in both eyes. On the tension (McLean) during 
ether anesthesia was 50 mm, in the right eye and 31 mm. in the left. 
The cornea of the right eye was cloudy. Goniotomy was performed on 
the right eye. Three days after the operation the cornea of the right 
eye was clear, On Nov. 27, 1939, three months after the operation the 
tension (McLean) in the right eye was 22 mm. and in the left was 
22 mm. without miotics. On Aug. 12, 1942, when the patient was aged 
3 years 9 months, vision of the right eye without correction was 0.5, and 
of the left was 1/200. When the patient was last seen, on June 12, 1946, 
when he was aged 7 years, 7 months, his condition was the same, and 
the tension was normal., The right eye was emmetropic, the left eye 
myopic —- 3.50 sphere. The reduced vision of the left eye appeared to 
be due to amblyopia which developed during a transitory period of strabis- 
mus. Binocular fixation was present. 


9 (postoperative).—B, O’S., 


Fig. 
1945. The left eye had been lost through trephine six months before. 


aged 4 years, first seen July 20, 
The cornea of the right eye was clear; tension (McLean) with miotics 
was 70 mm. Ophthalmoscopic examination showed glaucomatous excavation 
of the nerve head to the rim with slight’ pallor temporally. Vision was 
excellent, and visual fields were grossly normal. Goniotomy on the right 
eye with the contact glass was performed on Oct 1945 hree months 
afterward tension (McLean) in the right eye was 06 mm. without mioctics. 


2. Permanent Scar.—The cloudiness becomes a per- 


manent scar. This “late” milky ‘opacification develops 
from the original reversible congestive cloudiness of the 
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cornea when the latter has lasted sufficiently long to 
cause permanent damage to the corneal parenchyma. 
The prolonged distention per se may also be a factor 
in its formation, or both factors may be operating con- 
currently. This type is reversible in part only. It 
involves chiefly the anterior layers of the corneal 
parenchyma. The epithelium shows normal to fair 
luster and does not stain with fluorescein sodium if 
the eye is in a noncongestive phase. There is, in cer- 
tain of these cases, a relative absence of congestive 
symptoms because compensation has taken place. Pres- 
sure may actually be less than in the earlier stage, 
perhaps partially due to thinning of the tunics of the 
distended eye and possibly also to increased permea- 
bility of the occluding persistent meshwork in the 
angle resulting from stretching. The latter may be the 
mechanism, as has been suggested, which accounts for 
some of the rare cases of spontaneous arrest. 


3. Amblyopia—lIt is essential for the physician to 
keep in mind that a cloudy cornea during the first year 
of life, unless promptly relieved, retards the proper 
development of central vision at a most critical time. 

The role of amblyopia is well illustrated by the case of 
J. McL., mentioned in a preceding paragraph, in whom 
normalization of tension by goniotomy at the age of 
5 months resulted in considerable clearing of the cornea 
and in pronounced reduction of nystagmoid movements. 
In the case of H. B., aged 2 years, pressure in both 
eyes was normalized by goniotomy at the age of 
7 months. One eye showed a slight residual pernranent 


corneal opacity, as a result of which the eye became 


temporarily convergent at the age of 2. Some amblyopia 
resulted in this eye, since it was impossible to obtain 
the cooperation of the parents for adequate occlusion of 
the fellow eye. Vision with correction at the present 
time in the right eye is 5/10 and in the left 1/200, 
Binocular single vision has been maintained (fig. 8). 
These cases illustrate the susceptibility of the develop- 
ment of visual function to normal entry of light through 
the refractive media in the first year of life. They 
stress the urgency of prompt and adequate surgical 
intervention. They also show the need for diligent 
continued observation after pressure has been normal- 
ized, in order to detect beginning strabismus, which 
could rapidly induce amblyopia unless proper treatment 
with complete occlusion of the fellow eye is instituted. 


4. Glaucomatous Atrophy of the Optic Nerve— 
(laucomatous atrophy of the optic nerve was the excep- 
tion in this series. It occurred only in those few cases 
in which normalization of pressure was unduly delayed. 
In the case of B. O'S. (fig. 9), the patient did not come 
to operation until the age of 4% years. The left eye 
had been lost due to atrophy following a trephine opera- 
tion performed at the age of 4 years. The right eye 
carried a pressure of 50 mm. (McLean) while under 
the influence of miotics. It showed pronounced glau- 
comatous cupping of the nerve head to the rim. Because 
the cornea was clear excellent central vision had 
developed. This has been maintained since normali- 
zation of pressure by means of goniotomy performed 
one year ago. It is interesting to note, incidentally, 
that the excavation of the nerve head almost disappeared 
after normalization of pressure. In the case of B. P., 
who was first seen when 5 weeks old, repeated goni- 
otomy and other operations were unsuccessful on 1 eye 
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for two years; by the time the pressure was normalized 
In the case of L. L., aged 
3 years, bilateral trephination with total iridectomy had 
been performed at the age of 8 months without perma- 
nently reducing the tension. Cyclodiathermy also failed 
permanently to reduce tension. When the patient was 
3 years old goniotomy was performed; pressure was 
normalized in both eyes, congestive symptoms which 
had persisted until this time were completely relieved 
and the corneas cleared considerably. Moderate reduc- 
tion of vision was found to be due in part to faint 
corneal scarring with irregular astigmatism and in part 
to glaucomatous atrophy which had occurred as a 
result of the protracted period during which the pres- 
sure was increased. One may hope that early goni- 
otomy will aid in relegating to the past the tragic 
sequelae of uncontrolled infantile glaucoma. 

Ruptures or tears of Descemet’s membrane, which 
are prominently referred to in the literature describing 
the pathologic anatomy of “buphthalmos,”’ were absent 
in this series of infantile glaucoma. All patients were 
examined with a loupe and hand slit lamp and with the 
ophthalmoscope during ether anesthesia; some were 
also examined with the corneal microscope and hand 
slit lamp. Several were reexamined with the Gullstrand 
slit lamp in later years when they were old enough 
to cooperate. In my experience tears of Descemet’s 
membrane in infantile glaucoma do not occur before 
pronounced distention and degenerative changes have 
taken place. These conditions did not exist at the time 
goniotomy was performed in this series, which probably 
accounts for the absence of tears. If this observation 
is correct, rupture of Descemet’s membrane plays no 
role in diagnosis at the time when diagnosis is of 
therapeutic importance. 

RESULTS 

The results of goniotomy* in congenital glaucoma 

are summarized in the following table. 


Goniotomy in Congenital Glaucoma 


Successful (pressure normalized; vision maintained or restored).. 66 
Eyes in which goniotomy was not applicable. 


It has been my custom to prescribe miotics three 
times daily for two months after surgical intervention. 
The result of the operation was considered successful 
when intraocular pressure was never higher than 
35 mm. of mercury with the McLean or 21 mm, with 
the Schiotz tonometer three months after operation, 
no miotics having been used during the two weeks 
preceding measurement of the pressure. 

In the cases with’ successful result the time elapsed 
from the date of operation varied from six months to 
ten years. There were recurrences in 2 eyes, mentioned 
in the next paragraph. — In ‘the oldest case (2 eyes) 


5. Goniotomy in infants and in adults are two distinct operations 
which differ in rationale, technic and effectivity. In infants the operation, 
which has been developed to a relatively satisfactory conclusion, consists 
of removing occluding fetal meshwork from the angle. In adults, in whom 
it has not yet shown an adequate degree of consistent efficacy to recom- 
mend its employment except in the occasional case, its objective is 
to incise the angle wall, that is the trabeculum itself. For this reason 
it is suggested that the term goniotomy be applied only to the operation 
performed on infants, and goniotrabeculotomy or trabeculotomy to the 
procedure carried out on adults. 
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the operation was done ten years ago; 5 eyes were oper- 
ated on seven years ago; 8 eyes six years ago; 21 eyes 
from four to six years ago; 11 eyes from two to four 
years ago; 9 eyes from one to two years ago, and 
10 eyes from three to twelve months ago. 

The recurrence of increased pressure in 2 eyes was 
relieved by a further goniotomy in both instances. In 
I’, W. pressure increased in the left eye eight years after 
operation. In J. McL. pressure increased in the left 
eye four years after operation. Gonioscopic examination 
showed that the stripping of the angle had been insuf- 
ficient. 

Repeated operations were necessary in 22 eyes before 
the pressure was permanently normalized. One opera- 
tion sufficed in 45 eyes. In some cases, for example in 
that of P. O’Q. (fig. 1), goniotomy was performed four 
times on each eye before permanent normalization was 
attained. The ultimate result was excellent. I believe 
that it is better to err on the conservative side and par- 
tially strip the angle with safety on repeated occasions 
than to attempt to do an extensive stripping at one 
operation at the cost of greater hazard. Cases in which 
repeated operations were required before permanent 
normalization was attained are not listed as recurrences. 

The operation was performed under the contact glass 
on 20 eyes. On 56 eyes the operation was performed 
without the contact glass because of corneal cloudiness. 

In 8 eyes which had been ineffectively trephined 
goniotomy normalized tension. 

. Advantages of the operation are its relative lack of 
hazard, the absence of cosmetic disfigurement and pres- 
ervation of a round central freely reacting pupil. 

One of the disadvantages of the operation is the need 
of repetition in one third of the cases before permanent 
normalization of the tension is obtained. Another is 
that although the principle of the operation is simple its 
performance with consistent success requires a consider- 


-able degree of experience and highly trained assistance.. 


The hazards of the operation are excessive hemor- 
rhage or iridodialysis if the root of the iris is incised. 
This hazard has been diminished by a preliminary deep- 
ening of the anterior chamber with isotonic solution of 
sodium chloride or air.” Infection, as in any other intra- 
ocular operation, is a possibility, but I have not encoun- 
tered it. A severe reaction occurred in 1 case which 
could be considered an infective iritis. As always the 
operations on the eyes had been on different days, in this 
instance after an interval of three weeks. The condition 
cleared after eighteen days, leaving in one eye a small 
central opacity of the anterior capsule; in the other an 
anterior adhesion produced an eccentricity of the pupil. 
The tension was normalized, and it is evident that useful 
vision is developing. Sympathetic ophthalmia has 
occurred in no case up to the present time. 

Before concluding | should like to state that my col- 
leagues in San Francisco and in various parts of the 
country have referred these patients to me and that the 
Children’s Hospital in San Francisco has been helpful 
in its cooperation. 

CONCLUSIONS 

Cloudy cornea and other congestive symptoms due to 
glaucoma are often present at birth. However, the 
onset of symptoms may not occur until the age of several 


6. Hughes, W. L., and Cole, J. G.: Technical Uses of Air in Ophthal- 
mology, Arch. Ophth, 35: 525-540 (May) 1946.  Barkan.® 
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weeks or months. In these cases, the onset is often rapid 
and may be even sudden. Occasionally, it is slow and 
manifests itself only by gradual enlargement of the 
eyeball and few or no signs of irritability. When the 
onset of increased pressure is rapid, congestion produces 
roughening of the epithelium which makes the eye 
unduly sensitive to light, causes epiphora and gives the 
cornea a cloudy appearance. At this time an incorrect 
diagnosis of conjunctivitis, keratitis or blepharitis is 
often made and valuable time may be lost. If the 
increased pressure is reduced by goniotomy soon after 
discovery of the condition, the symptoms can be relieved 
and the pressure in most cases permanently normalized 
with resulting useful vision and normal appearance. 
Even if the increased pressure and corneal cloudiness 
are allowed to persist for some months, operation may 
still normalize tension and relieve most of the cloudi- 
ness. However, the obstruction to development of 
central vision during a portion of the first year of the 
child’s life and the residual scarring which usually 
persists may result in some degree of amblyopia. When 
normalization of pressure is further delayed, increasing 
distention and injury to the optic nerve add their quota 
to impending blindness. 


SUMMARY 


Congenital glaucoma in the past has resulted in a 
high percentage of blindness, due to lack of an adequate 
operation. 

Goniotomy, performed at this writing on 76 eyes 
afflicted with infantile glaucoma, preserved useful vision 
in most cases. In 66 eyes pressure was normalized and 
vision maintained or restored over periods ranging from 
one to ten years. In 10 the operation was unsuccessful. 
When combined with early diagnosis it provided excel- 
lent visual results. 

A plea is made for early diagnosis and prompt ade- 
quate operation by goniotomy. 

The symptoms of increased intraocular pressure in 
congenital glaucoma may be present at birth, or their 
onset may be rapid or even sudden during the first 
few months of infancy. The symptoms consist of cloudy 
cornea, photophobia and other signs of irritation and 
congestion. Diagnosis should be made as soon as pos- 
sible after onset of congestive symptoms and _ not 
deferred until enlargement of the eye is evident. Pres- 
sure should be measured with a tonometer with the 
patient under ether anesthesia which must be deep at 
the moment of measurement in order to avoid recording 
false values. 

The appearance of congestive symptoms is prone to 
lead to a faulty diagnosis of blepharitis, conjunctivitis 
or keratitis, causing loss of valuable time and bearing 
tragic consequences. 

The initial cloudiness of the cornea is associated with 
roughening of the corneal epithelium. ‘This disturbance 
of the cornea is the chief cause of the irritative symptoms 
and photophobia which are further aggravated by 
exposure to air and light. If the corneal cloudiness is 
allowed to persist, it is superseded by permanent scar- 
ring with associated irregular astigmatism and ensuing 
amblyopia of greater or less degree. 

Glaucomatous atrophy of the optic nerve was the 
exception in this series of infants and children. It 
occurred only in those few cases in which normalization 
of pressure was unduly delayed. In infants it is not 
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nearly so urgent to protect the head of the optic nerve 
from pressure as it is to relieve cloudiness of the cornea. 

If soon after its inception increased intraocular pres- 
sure is normalized by goniotomy, transparency of the 
cornea is almost completely restored and maintained, 
and vision is afforded the opportunity to develop. When 
this is borne in mind, the urgency of prompt relief of 
increased pressure is evident. 

490 Post Street. 


ABSTRACT OF DISCUSSION 


Dr. Meyer WieENER, Coronado, Calif.: Dr. Barkan’s method 
of incising the trabeculae so as to permit a flow of aqueous into 
Schlemm’s canal gives the best promise of favorable results 
in congenital glaucoma. This is especially true if one is able 
to operate in the early stages before compiete closure of the 
canal takes place. Dr. Barkan lays particular stress on corneal 
cloudiness as a clue to the early diagnosis of congenital glau- 
coma. This must not be confused with rupture of Descemet's 
membrane due to pressure on the globe during delivery. In 
this case, however, the cloudiness would not: disappear during 
the day as in the cases of glaucoma. I wonder if Dr. Barkan 
has ever used a couple of small, bent hairpins to separate the 
lids instead of the ordinary lid retractors, which give a great 
deal more room and which I found to be more satisfactory in 
every way. An objection to real deep anesthesia in measuring 
the tension of infants is that the eyes diverge and rotate up, so 
that one cannot place the tonometer in the exact center of the 
cornea, which is essential for exact readings. I see no more 
objection to the local instillation of an anesthetic in the infant, 
combined with first stage anesthesia, than there would be in the 
adult. I question the statement that amblyopia is due to non- 
use alone. I have seen a case in which the operation was done 
forty years after the development of the cataract, with resulting 
20/20 vision. I have never seen a true glaucomatous, under- 
mined cup disappear under any circumstances, and it is hard 
for me to conceive how it can occur, although I would hesitate 
to question the author’s statement to this effect. I am glad 
that the author makes the distinction between goniotomy in 
the infant, which consists of removing the occluding fetal mem- 
brane from the angle, and goniotrabeculotomy in the adult, the 
object of which is to incise the- angle wall—that is, the tra- 
beculum itself. This would also answer the question put by 
Dr. Allen as to whether the operation should be called goni- 
otomy or trabeculotomy. The results obtained by Dr. Barkan 
in his operations for congenital glaucoma are so far beyond 
those of any method heretofore used that one can safely predict 
that his method will be universally adopted for this type of 
glaucoma, which, in my experience, gave less promise with the 
methods available before than any other type of glaucoma. For 
the purpose of handling cases of congenital glaucoma alone, 
Dr. Barkan has made one of the outstanding contributions to 
ophthalmic surgery in modern times. 

Dr. DourMANN K. Piscuer, San Francisco: Dr. Barkan 
gives us information on 88 eyes in 51 patients, all observed by 
him. Of these, 76 were operated on by him personally. Thirty- 
six of the cured eyes have had tension normalized for a period 
of over four years. While the time is too short to be certain 
that a final answer has been provided to this difficult problem 
ot hydrophthalmia, the results shown us today should make us 
all hopeful that we are at last on the track of the correct solu- 
tion. The general opinion is that the prognosis in this disease 
is poor. More or less complete blindness in the affected eyes 
has been the usual fate. Therefore, a large series of good 
results should give us hope that these patients can be helped if 
treated properly. There has been a general misunderstanding 
as to how the operation of goniotomy is performed today. It 
was first thought that an incision is made in the angle, a direct 
opening being made into Schlemm’s canal. This is not the 
case. In these hydrophthalmic patients there is an embryologic 
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rest of spongy tissue in the angle which prevents the aqueous 
from reaching and filtering through the trabeculum. This 
operation aims at stripping off or wiping off sufficient of this 
tissue to open enough of this angle to allow normal filtration. 
The two main points of the paper bear emphasis, the importance 
of early diagnosis and of early operation. Patients operated 
on in the first year seem to do best. I have had the opportunity 
of seeing several of the patients with whom Dr. Barkan has been 
successful, each with good, clear corneas. 

Dr. Tuomas D. ALLEN, Chicago: Dr. Barkan has done us a 
service in describing the early signs and symptoms of infantile 
glaucoma, and especially in emphasizing the fact that the intra- 
ocular tension must be determined with the patient under deep 
general anesthesia. Some years ago we were having difficulty 
in comparing the tensions of the patients in one room and in 
another. One of the assistants lay down on a bench; I took 
his tension, and then asked him to squeeze his eye. Meanwhile 
I held his lids open carefully so that there was absolutely no 
pressure on his eye, and the tension immediately went up some 
20 points, from a perfectly normal reading to about 40. If 
this happens in adults, how much more likely is it to happen 
in a little baby? We all know the stage of excitement during 
the induction of general anesthesia. If the gross muscles of 
the body are in a state of spasm, one cannot be sure that the 
ocular and orbital muscles are relaxed. Deep anesthesia is 
necessary for intraocular tonometry in babies. I have occa- 
sionally attempted the same operative procedure, but have not 
had nearly as many cases as Dr. Barkan. My first difficulty 
came with the first patient on whom I attempted the operation 
—a blind girl with numerous elongated peripheral anterior 
synechiae, which I cut. Much bleeding followed from the capil- 
laries in some of these synechiae. I should never have attempted 
it in such-a case. My greatest objection to this operative 
procedure is that several operations are often necessary. Some- 
times several operations are necessary in other types of surgery, 
too, but usually when other decompression operations are 
attempted, one operation suffices. I agree that the operation 
is seldom effective after the eyeball has been enlarged for some 
time. We so seldom see and recognize the situation before 
enlargement has taken place that possibly that is the reason 
we have not had such great success as Dr. Barkan. One should 
Only by 
carefully studying our cases can we select the proper treatment. 
With careful operative technic, I feel sure that the average 
skilled surgeon will find this operation a great help in the pre- 
vention of blindness. 


Dr. Epwarp B. SuHaw, San Francisco: Congenital glaucoma 
is infrequent in occurrence, but we are deeply grateful to Dr. 
Barkan for the education which he has given us on the impor- 
tance of this subject. We were formerly content to feel that 
this was an abnormality seldom seen and that if it was encoun- 
tered there was so little to do about it that the pediatrician 
need not be much concerned. Dr. Barkan’s work has called 
to our attention the diagnostic features of this abnormality and 
has impressed on us the importance of prompt and adequate 
therapy. I suppose that in the past most of these patients have 
eventually come under the care of a good ophthalmologist, but 
I am fearful that many of them have been temporized with too 
long as having either infections or metabolic disturbances and 
that a considerable and regrettable loss of time has occurred. 
Now that we have been educated to the importance of this 
emergency and to the proper operative care I have been par- 
ticularly impressed with the success of the end results. There 
is in all of pediatrics no more delightful result than to see such 
a patient after operation with good vision who had the prospect 
of neither seeing well nor of looking well. 

Dr. Peter C. Kronrerp, Chicago: 1 should like to put 
myself on record as a recent convert to the idea of goniotomy 
as the specific operation for the type of congenital glaucoma 
in which a layer of embryonic tissue covers the anterior angle 
wall. This layer of embryonic tissue may be thin and on casual 
examination with the gonioscope may escape attention, but in 
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most cases of congenital glaucoma such a layer is present. Again 
we have to ask ourselves the question: Is “goniotomy” the 
proper term for it? The way it is practiced now, it is a strip- 
ping of the trabecular area without any actual incision. I 
believe it will help matters if Dr. Barkan would describe the 
operation, exactly the way in which he does it now. It is clear 
to me that goniotomy as it is practiced now gives much better 
results than the iridencleisis. There are definite successes with 
iridencleisis, but the frequency of those successes is much lower 
than that in Dr. Barkan’s series. I should also like to apologize 
to my colleague from Chicago, Dr. Allen, whose paper before 
the meeting of the American Ophthalmological Society in 1944 
I had the pleasure of discussing. At that time Dr. Allen pre- 
sented a case of hydrophthalmos which he had_ successfully 
treated with goniotomies. The gonioscopic picture in that case 
resembled that after a cyclodialysis, and in my discussion I 
erroneously arrived at the conclusion that Dr. Allen had cured 
that patient with a cyclodialysis which he had done by a rather 
* devious route. I now believe that the principle of that operation 
was the principle of goniotomy—namely, the stripping of the 
trabeculum. A dissecting spatula introduced into the anterior 
chamber from an angle toward the front will accomplish such 
a stripping more easily and extensively than a dissecting spatula 
introduced from behind. Goniotomy represents a definite prog- 
ress in the treatment of hydrophthalmos. 

Dr. Orro BarKAN, San Francisco: Dr. Wiener’s suggestion 
of the hairpins appeals to me as a good one. Disappearance 
of a cup after normalization of pressure is mentioned in Ander- 
son’s book. There was one such case in this series. I use the 
contact glass if the cornea is transparent. It is a great comfort 
in cases of monocular patients to operate under the glass and 
be assured that one will not get a hemorrhage. All patients 
with transparent cornea reacted excellently to the operation 
under the glass and did not require repetition. I have tried air 
as an aid to goniotomy, but in the adult the loss of magnification 
is a handicap. How it will turn out in congenital glaucoma 
remains to be seen. I am obliged to Dr. Pischel for calling 
attention to the stripping of the angle and to Dr. Allen for his 
remarks on the technic of goniotomy. Dr. Kronfeld brought 
up the question of the name of the operation, “goniotomy.” It 
is true that it is not an incision. In the first cases I did incise, 
but there are definite handicaps if one gets an adhesion of the 
root of the iris to the incision in the angle wall. I now use a 
rather dull-pointed knife with the intention not of making a 
counterpuncture, but merely of stripping the embryonic tissue 
from the angle wall. In none of these cases have I seen an 
internal dialysis except possibly in one. In adults it is true 
that the reduction of pressure following goniotrabeculotomy 
may be the result of an internal cyclodialysis. That is not the 
intention of the operation, however; the intention in adults is 
actually to incise the trabeculum. In infants the intention is to 
strip the angle of fetal tissue. I should also like to thank Dr. 
Shaw for bringing up the pediatrician’s point of view, which is 


important because so many of these infants are first seen by the ° 


pediatrician, and he should be aware of the possibility of glau- 
coma. 


Physostigmine.—No drug employed in the practice of oph- 
thalmology offers such a fascinating story to the medical his- 
torian as physostigmine (eserine). By the irony of fate this 
substance, which was used as an ordeal poison by primitive 
peoples, later proved to be one of the most effective agents in 
therapy of the eye. The natural product from which the drug 
was derived is Physostigma venenosum (Balfour) or Calabar 
bean. After extensive experimentation and observation, the 
active principle physostigmine was isolated by Fraser in 1803 
and made to serve a great variety of medical therapeutic needs. 
Foremost among these was oculotherapy, and at present eserine 
(physostigmine) maintains an unchallenged place as a miotic.— 
Rodin, Frank H.: Eserine: Its History in the Practice of 
Ophthalmology, .dm. J. Ophth., January 1947. 
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(Note.-—Following is the sixteenth chapter of a history of the 
American Medical Association, in process of development for 
publication in connection with the celebration of the Centennial 
of the American Medical Association in Atlantic City in June 
1947, 

The general account of the history of the Association will be 
followed by individual histories of the various councils, bureaus, 
publications and other activities of the Association. The general 
account is written by the editor of Tue Journat. Each of the 
other historical contributions will be by a member of the individ- 
ual council, bureau or agency responsible and now associated 
with it or directly related to its work. Included will be photo- 
graphs, signatures and a brief biography of each of the hundred 
presidents of the American Medical Association. This feature 
has been prepared by Dr. Walter L. Bierring. 

It will be impossible to publish all of the material in Tue 
JourNnaL. The complete work will be published in book form. 
It is hoped to have tt available by the time of the annual 
session.—ED.) 


CHAPTER 16. The Reorganization 
1900-1901 


1900 
ATLANTIC CITY 


The year 1900 marked another turning point in the 
life of the American Medical Association; now came 
the transition from adolescence to adulthood. This was 
the beginning of the reorganization! 


THE JOURNAL INDEX 


The index published in 1899 attracted general atten- 
tion, the only unfavorable criticism being that the book 
was now so bulky that there ought to be three volumes 
a year instead of two. This suggestion was adopted 
about forty years later. The editor suggested in reply 
to his correspondents that it might be well to bind the 
index separately. 

In 1900 there were some articles reflecting the newer 
researches on malaria and the relationship of the mos- 
quito to malarial infections. Bacteriology and_para- 
sitology were finding their place in medical science. 

DEFENSE OF RESEARCH 

At the meeting in 1898 a resolution had been intro- 
duced that a committee of five be appointed by the 
President at his leisure to cooperate with similar com- 
mittees from other bodies to consider the desirability of 
formulating plans for the dissemination of knowledge 
of the value of experimental research in the progress of 
the science and art of medicine. The conmittee was 
appointed in 1900; it included Drs. H. C. Wood of 
Philadelphia, chairman; W. J. Mayo, Rochester, Minn. ; 
F. H. Wiggin, New York City; J. F. Fulton, St. Paul, 
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and C, A. Powers, Denver. This committee was to 
be the beginning of the work in defense of animal 
experimentation carried on so successfully by the 
American Medical Association since that date. 


COMMITTEE ON SCIENTIFIC EXHIBIT 

At the same time the President of the Association 
appointed a special committee to look after the Scientific 
Exhibit; this first committee included Drs. Joseph 
Stokes, Morristown, N. J., chairman; F. B. Wynn, 
Indianapolis, secretary; Alfred Stengel, Philadelphia, 
and W. W. Fox, Atlantic City. 


PROPRIETARY MEDICINES 


The interest in proprietary medicines had not died; 
the forthcoming meeting of the Pharmacopeial Con- 
vention stirred the editor of THE JOURNAL to a con- 
sideration of means by which editors could be guided 
in excluding from their advertising pages products 
which did not meet the standards of ethics of the medi- 
cal and pharmaceutic sciences. “The difficulty,” said 
the editorial, “has always been to know where to draw 
the line.” A literal interpretation of professional ethics 
applied to the patronage and advertising of medicinal 
articles would exclude the vast majority of them. The 
editorial on proprietary medicines aroused corre- 
spondence indicating that the medical profession was 
ready for a movement toward scientific standards in 
the prescribing of remedies. 

The announcement of the annual meeting was a 
reminder of the variety.of representation in the Asso- 
ciation. The scientific sections had now reached twelve, 
including 
Practice of Medicine 
Surgery and Anatomy 


Diseases of Children 
Physiology and Dietetics 


Obstetrics and Diseases of Neurology and Medical Juris- 
Women prudence 

Materia Medica, Pharmacy Cutaneous Medicine and Sur- 
and Therapeutics gery 

Ophthalmology State Medicine 


Laryngology and Otology Stomatology 


There were many applications for places on the scientific 
programs. It became apparent that some means of 
restricting the total amount of material to be presented 
would have to be developed. 

An article by P. Maxwell Foshay, editor of the 
Cleveland Journal of Medicine, was devoted to medical 
ethics and medical journals. He called attention to 
the multiplicity of such publications which lived pri- 
marily by the support of proprietary medicines. “The 
greed for advertising patronage,” he said, “leads the 
editor only too often to prostitute his pen or his pages 
to the advertiser, so long as he can secure the coveted 
revenue. So our journals are filled with articles and 
editorials containing covert advertisements of this and 
that remedy.” He indicated that many of the pro- 
prietary medical houses would not advertise without 
a promise of reading notices and original articles in 
support of their remedies. The medical professions 
were beginning to divide periodicals into honest and dis- 
honest publications; Dr. Foshay urged physicians to 
patronize the honest periodicals and to write to the 
editors of dishonest ones asking them to stop sending 
such periodicals to physicians. 

The campaign was on in earnest. In the issue of 
Tue Journat for April 21, 1900 appeared the first of 
a series of articles designed to correct the abuses from 
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advertising and patronizing unscientific pharmaceutic 
preparations. The article appears without indicated 
authorship; apparently it had the full support of the 
editor of THE JoURNAL. The series included analyses 
and criticisms of such products as Castoria and Syrup 
of Figs. These contributions were fighting articles; 
they were the first shots in the campaign that would 
lead eventually to the establishment of the Council on 
Pharmacy and Chemistry of the American Medical 
Association and to the development of a real science of 
pharmacology and therapeutics. The repercussions 
from this series of articles were acute. Pressure began 
to be made on the Board of Trustees of the Association 
by representatives of pharmaceutic industries. 

The convention was now so large that difficulties were 
developing in the House of Delegates because it could 
never be clear just who was a delegate and who was 
not. <A distinctive badge was given to the delegates 
and an attempt was made to seat them separately in 
the conventioin hall, but it was clear that issues of 
importance were sometimes being settled by the mob 
rather than by the delegates. 

Dr. G. Frank Lydston began a series of articles on 
medicine as a business which was full of invective and 
satire, for which he was later to become famous. 


ADDRESS BY W. W. KEEN 


In his presidential address Dr. W. W. Keen noted 
that the Association now had 9,000 members and that 
there were 100,000 regular physicians in the United 
States. Tre JourRNAL had reached a subscription list 
of 15,000, exceeded only by the British Medical Journal 
with 21,000. Dr. Keen was high in his praise of the 
quality of THe JouRNAL. He was disappointed with 
the Rush monument fund because it had now reached 
only $11,000: too small to go ahead and too large to 
go backward. He was anxious to see improvement in 
the membership of the Association. He stimulated the 
Scientific Exhibit. He urged that the editor and the 
Board of Trustees be given authority to publish only 
the papers from the sections that seemed suitable. 
Most of his address was devoted to the necessity for 
endowment of medical schools so that they might more 
nearly fulfil their educational functions. As a final 
recommendation in his address he proposed the estab- 
lishment by the American Medical Association of a fund 
for scientific grants in aid of research. This proposal 
bore fruit. By 1946 the American Medical Association 
had given more than $1,000,000 of its funds for such 


research more than $2,000,000 additional. 


THE ATLANTIC CITY SESSION 

More than 2,000 physicians attended the Atlantic 
City session. The committee on arrangements recog- 
nized the excessive number of papers on the programs 
of the sections and recommended some type of restric- 
tion. Dr. George H. Simmons, secretary of the Asso- 
ciation, presented in an orderly manner the various 
communications which had been received by his office. 
The proceedings were conducted formally. General 
Sternberg of the U. S. Army spoke to the idea that 
there need no longer be an /ndex Medicus because 
many of the journals were now printing good indexes. 
There was a motion by Dr. Ludvig Hektoen of Chicago 
for the formation of a new section on pathology and 
bacteriology. Dr. Donald Maclean of Detroit moved 
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that reports of the treasurer and all secretaries be 
printed in advance of the time of the session so that 
time need not be taken in reading them. The name 
of the Section on State Medicine was changed to the 
‘Section on Hygiene and Sanitary Science. It was 
pointed out that the responsibility for accepting and 
rejecting papers was fully covered in the By-Laws. 


CLEANING THE ADVERTISEMENTS 

Toward the end of the session a resolution was 
offered by Drs. A. A. Eshner and Solomon Solis- 
Cohen. It read: 

Resolved, That the steps taken by the editor and trustees of THE 
Journat of the American Medical Association looking toward the fulfil- 
ment of the expressed will of the Association, excluding from its columns 
advertisements of nostrums and secret preparations, be cordially approved, 


and that the editor and trustees be encouraged to continue in this course 
until the work is completed, 


CENSORING THE SCIENTIFIC PAPERS 

At the final s¢ssion of this meeting a furor arose over 
an action by Dr. Denslow Lewis of Chicago. He had 
read a paper in Columbus on a gynecologic considera- 
tion of the sexual act. This paper had been refused 
publication in THe JourNAL although it was included 
in the Transactions of the Section on Obstetrics and 
Diseases of Women. Two members of the publication 
committee of the section had rejected the manuscript, 
stating that they did so on legal grounds. Denslow 
Lewis had secured opinions from five attorneys in 
Chicago and insisted that his paper be published. There 
was much discussion, in which parliamentary procedure 
was cited pro and con. The President finally ruled that 
the whole discussion was out of order, and the resolu- 
tion was referred to a committee for further report. 

On the next day the Lewis paper was again the sub- 
ject of a bitter battle. The Denslow Lewis paper had 
been read by the trustees and by the executive com- 
mittee and all agreed that it should not be published ; 
then the Association voted not to publish the paper. 

Thus with the 1900 session the Scientific Exhibit 
became fully established. The editor of THE JouRNAL 
in retrospect feared that there were going to be too 
many sections. Today the number has grown to twenty. 
It was recognized that the exhibit should include not 
only pathologic specimens but also apparatus and other 
materials. Indeed it was pointed out that the aim 
should be to unify and correlate the scientific work at 
the meetings. The editor suggested that perhaps the 
sessions on pathology could be short so that its mem- 
bers might participate in the work of the other sections. 


1901 


ST. PAUL . 


The year 1900 marked a new century and gave 
opportunity for Tue JouRNAL OF THE AMERICAN 
MepicaL AssocraTION to review the progress of medi- 
cine in the United States for a hundred years. This 
statement from the leading editorial is prophetic: 


While assured that American medicine in the twentieth cen- 
tury will take an active part in the advancement of medical 
sciences, the sociologic relations of medicine in this country 
offer problems of great importance. There is need above all 
things for a greater public faith in the teachings and the 
advice of the medical profession in matters relating to hygiene 
and to the prevention of disease. Hygiene should dictate to 
legislators and courts of law and not economic interests alone. 
“Unfortunately on the human race there still weighs that fate 
by which both preventable diseases and premature deaths, as 
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well as duration of life itself, essentially depend on economic 
institutions.” There is hope that the twentieth century may 
witness great improvements as knowledge is disseminated and 
the mass of the people learn to place confidence in medical 
teaching. 

The medical college in the coming century will have to give 
more attention to the quality than the quantity of its output, if 
present signs are not misleading. Human nature will not 
change; there will still be deceivers and their followers, but 
this will only accentuate the demand for higher qualifications 
in our profession. The future of science is not in doubt; the 
world will not stop in its progress nor lose what it has gained, 
but the future of the medical profession is in its own hands 
and can only be assured by its living up to its higher ideals. 


The quality of THe JouRNAL improved with almost 
every issue in the style of its presentation and in the 
character of its editing. Yet the action that was to 
unite the vast majority of the American medical profes- 
sion into a single, closely knit unit based on a truly 
democratic system of representation had not yet been 
taken. The minds of many leaders were concentrated 
on the project but the 1901 reorganization was to be 
the mechanism by which medical solidarity would be 
brought about. 

Following the meeting of 1900 a committee on organi- 
zation, consisting of J. N. McCormack of Rowling 
Green, Ky., P. Maxwell Foshay of Cleveland and 
George H. Simmons, Chicago, was asked to report on 
organization. The committee proposed that a business 
section should be constituted to be known as the House 
of Delegates which should proportionately represent 
the state societies, according to their numerical 
strength and with the direct representation of one 
delegate from each scientific section. It was suggested 
that the ratio of representation for the state societies 
be fixed at one delegate to every 500 members. This 
proposal when adopted finally made the House of Dele- 
gates truly representative of the membership of the 
American Medical Association. The committee pointed 
out that by the means of committees this House of 
Delegates could deal exhaustively with all the large 
problems of state medicine. It would afford oppor- 
tunity to every state to be heard in full, and free debate 
would be permitted. The states near the place of 
meeting would no longer wield a preponderant influence. 
The House of Delegates could work without interfering 
with the scientific work of the Association. 

The committee had endeavored to provide every 
possible safeguard for maintaining this new organiza- 
tion as truly representative of the medical profession. 
Provision had been made against political campaigns, 
against perpetuation in office and against self election 
to office. 

The committee requested every member of the Asso- 
ciation to read carefully the proposed amendments to 
the Constitution and By-Laws. It prophesied that 
if the Association would give sanction to its recom- 
mendations the profession throughout the country in 
five years would be welded into a compact organization 
whose power to influence medicine would be almost _ 
unlimited and whose requests for desirable legislation 
would everywhere be met with that respect which the 
politician has for organized votes. 

In the extensive report the committee analyzed the 
previous difficulties of the Association and the necessity 
for reorganization. It was particularly commendatory 
of the committee on nominations. The report sug- 
gested a common plan of organization for each of the 
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state societies and a technic for securing members in 
county and state organizations. Indeed it went on to 
suggest forms for organization of such societies and 
duties for the state organizer. 


THE ST. PAUL MEETING 

When the Association assembled in St. Paul, June 
4-7, 1901 the President, Dr. Charles A, L. Reed, said 
that by custom the President’s address was restricted 
to a discussion of the affairs of the Association. He 
found that they were in excellent condition but he was 
especially pleased because THE JOURNAL of the Asso- 
ciation had increased its circulation to 22,000 copies 
per week. Much of the business improvement had been 
brought about by the fact that the Association was now 
incorporated. He suggested that the articles of incor- 
poration be confirmed by the Association at the St. Paul 
meeting. Dr. Reed was disturbed by the fact that THE 
Journat had a circulation twice the membership of 
the organization. He felt that attention should be given 
to the handling of the surplus funds and he mentioned 
the desirability of securing and properly maintaining 
research and expanding THe JourNnaL. The final por- 
tion of his address was devoted to the reorganization, 
and he recommended the adoption of the new Constitu- 
tion and By-Laws in their entirety. He pointed out 
that the committee on reorganization had wisely avoided 
any attempt to discuss the Principles of Ethics, but he 
suggested the establishment of a special committee to 
give consideration to that problem. 

As the session opened, Dr. J. R. Pennington of 
Chicago presented to the Association a portrait of the 
founder, Dr. N. S. Davis. 

Dr. George H. Simmons, secretary, read a report 
indicating that the membership was over 10,600, the 
largest increase in any year in the history of the 
Association. 

The general executive committee had been successful 
in reducing the total number of papers read from 491 
to 391. The highest number had been read in 1898, 
when there were 615 papers listed for presentation, 
This vast accumulation of papers to be read by title or 
presented only by listing in the program finally forced 
the adoption of essential corrective measures. 

The Board of Trustees was able to report continuous 
improvement in THE JoURNAL and also in its adver- 
tising standards. All medicines advertised in the news- 
papers had been refused space in THE JouRNAL, As a 
result some products formerly advertised only in the 
public press were now being advertised only to 
physicians. 

At a previous meeting of the Association the Consti- 
tution and By-Laws had been amended to provide 
for a standing committee known as the Committee 
on National Legislation to be appointed annually by 
the President. This committee was able to defeat the 
obnoxious bill against animal experimentation in the 
District of Columbia. It had also been able to aid in 
securing second class postage rates for THE JOURNAL 
OF THE AMERICAN MEDICAL ASSOCIATION, making a 
total saving of about $30,000 in postage. 


NATIONAL LEGISLATION 


Attempts were under way to develop uniform medical 
legislation on the basis of a uniform medical education. 
The distinguished committee, which included Drs. H. L. 
E. Johnson, William H. Welch and William L. Rod- 
man, recommended an annual conference in Washington 
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of representatives of state legislative cominittees to 
consider general trends in both state and national 
legislation relating to the medical profession. Such a 
conference had been held in Washington in February 
of 1901 with a good representation from many of 
the states. They had been principally concerned with 
the army reorganization bill and with the duties of the 
Marine Hospital Service. They had also been con- 
cerned with perfecting an organization which would 
enable the national legislative committee to cooperate 
fully with the state committees. 

The Rush monument fund had now reached 
$11,941.88. 7 

A significant occurrence at this meeting of the Asso- 
ciation was the presentation of Miss Susan B. Anthony, 
who spoke briefly on the subject of regulating vice in 
Manila, Hawaii and Porto Rico. She was _ readily 
seconded by Rev. Anna Shaw. 

Following the address of the President, Dr. Charles 
A. L. Reed, the general executive committee, which 
acted as a reference committee for the session, urged 
the appointment of a committee of three to revise the 
Code of Ethics and with instructions to report at the 
next annual session of the Association. This was, 
however, laid on the table; apparently there was in 
the meeting a group which did not wish to have this 
question raised. 

The Association voted a_ resolution of profound 
appreciation of the generous gift of John D. Rockefeller, 
who had given $200,000 for medical research, under the 
able chairmanship of William H. Welch. 

The facts about the reorganization are so funda- 
mental to the progress of the American Medical Asso- 
ciation that I requested Dr. George H. Simmons to 
write the story. He prepared it in 1933, nine years 
after he had resigned as editor of Tne JourNaAL. The 
article follows : 

COMMITTEE CREATED 

The annual meeting of the Association for 1900 was held 
in Atlantic City, June 6 to 10. At the second General Meeting 
the following resolutions, no preamble, were introduced by 
Dr. D. R. Brower, Chicago, a member of the General Execu- 
tive Committee : 

Resolved, That a committee be appointed by the Association on the 
organization of the profession throughout the United States to cooperate 
with the Committee on Natianal Legislation; this committee to consist 
of one member from each state and territory represented in the Association. 


Resolved, That a committee of three be appointed by the President to 
prepare plans in detail for such committee on organization; to enter 
into correspondence with officers of the various state societies, and to 
take such action in the premises as it may think advisable, and that 
the Trustees be requested to appropfiate a sum not exceeding $150 for 
the necessary expenses of the committee. 


According to the usual procedure, the resolutions were referred 
to the General Executive Committee. The following day they 
were referred back with recommendations for adoption. By 
motion, a representative was added to the large committee— 
referred to hereafter as the States’ Committee—from thé Medical 
Department of the Army, of the Navy, of the Marine Hospital 
Service and from the Bureau of Animal Industry, respectively. 

The Committee on National Legislation, mentioned in the 
first resolution, was a standing committee on national—con- 
gressional—legislation and would not be concerned with the 
subject matter in the slightest degree. 

There were two purposes in view in creating the States’ 
Committee. First, to represent the state and territorial asso- 
ciations, each of which would be asked to appoint a member. 
Any plan of organization to include the whole country would 
require the approval, and cooperation in carrying it out, of 
all the state organizations. This cooperation would be absolutely 
essential to a successful outcome: hence the main reason for 
the States’ Committee. 
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Second, the States’ Committee would make a large and 
representative group to which the Committee on Reorganization 
would make its report, in the first instance at least, rather than 
to a General Meeting. It proved an ideal arrangement. 


COMMITTEE APPOINTED 

The Committee on Reorganization was appointed by the newly 
elected President, Dr. C. A. L. Reed, and consisted of Dr. 
W. W. Keen, Philadelphia, the retiring President; Dr. J. N. 
McCormack, Bowling Green, executive officer of the Kentucky 
State Board of Health, and Dr. George H. Simmons, Chicago. 
Presumably Dr. Keen was appointed because of his great popu- 
larity (he was loved by all who knew him); his membership 
on the committee therefore would add confidence in it and 
its work. He later resigned (the committee was not yet 
organized) because his professional work made it impossible 
for him to give to the committee the time and attention required. 
Dr. P. Maxwell Foshay, Cleveland, secretary of the Ohio 
State Medical Association, was appointed in his place. As 
now constituted, each member of the small committee was, or 
had been, officially connected with a state medical association. 


FIRST MEETING OF THE COMMITTEE ON REORGANIZATION 


The first meeting of the committee was held in Chicago in 
October (1900) and organized by electing Dr. J. N. McCormack 
chairman and Dr. George H. Simmons secretary. It was in 
session two days, during which it outlined the whole scheme 
of organization which it proposed to recommend and left the 
working out of the details to future meetings and to corre- 
spondence. 

In addition to two or three meetings in Chicago, the com- 
mittee, after the plan of reorganization had been pretty thor- 
oughly worked out, held one meeting in Cincinnati, one in 
St. Louis and one in Chicago; to these meetings local men 
who might be interested were invited for conference. These 
conference meetings were helpful in many ways. A _ brief 
statement on some of the subjects the committee had to con- 
sider may be of interest. 


PLAN OF ORGANIZATION 

The general plan of organization was, of course, the first 
matter taken up by the committee. The following is an 
outline of the plan tentatively adopted at its first meeting: 

The unit of the organization to be the local society, preferably 
the county; membership in the county society to carry with 
it membership in the state association; the state association to 
create a legislative body or branch to be composed of delegates 
elected by the component (county) societies. The American 
Medical Association likewise would create a legislative body, 
its members to be elected by the legislative bodies of the state 
associations and one by each of the sections; also appointed 
representatives of the government services. There was nothing 
unique—nothing original—in the general scheme; it was in 
use in its essentials by national, religious and social organi- 
zations, by fraternal and secret societies, and, at that time, 
by the United States Senate. There was no other plan on 
which the medical profession of the United States could be 
organized if it was to represent the profession of the whole 
country. 

The Unit—-What shall constitute the unit of the organi- 
zation? Naturally, the ideal would be the county. But in 
thinly populated states there were counties without a sufficient 
number of physicians to constitute a society. This problem 
could be solved by providing for component multiple county 
societies. 

The opposite condition would be a county containing a large 
city, so large, geographically and in population, that one com- 
ponent society would not meet the required conditions. Boston, 
New York, Philadelphia and Chicago were considered. 

Massachusetts has its districts, not countiés; Boston included 
two of such districts, each with its district society. 

New York City covered four counties: four component socie- 
ties would be satisfactory; Philadelphia was geographically 
small and one component society would probably be satisfactory. 

Chicago (Cook County) was a more difficult problem. Cook 
County is large geographically and even then was thickly popu- 
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lated. The committee recommended that subdivision of such 
counties should be made.! 

Maximum Number of Members in House of Delegates.— 
This should be sufficiently large to make proportional repre- 
sentation for the thickly populated states, but no larger. Inves- 
tigation showed that, based on the proportion of one delegate 
to each 500 members of a constitvent association, plus one 
representative from each of the sections and from each of the 
three government services, would make the House consist of 
about 145 members. This would give proportional representa- 
tion. One hundred and fifty as a maximum was recommended 
and adopted. 

Presiding Officer for the House of Delegates—It was the 
unanimous opinion of the committee that the House of Dele- 
gates should have its own chairman, one who would be’ selected 
for his ability to preside rather than for his scientific achieve- 
ments or popularity. The office should be more or less perma- 
nent; the one selected would be more likely to master 
parliamentary rules than would be the case if one had to 
preside for one year only. Then there are certain lines oi 
business that are more or less continuous, and the presiding 
officer should have knowledge of such matters. 

However, while the committee had not changed its views, 
it concluded that the question was a delicate one and might 
well be left to the members of the House to decide for them- 
selves. 

While acting on the rule it had adopted, that is, to make 
only such modifications of the By-Laws as were absolutely 
necessary for working out the essentials of the plan, it is 
probable that the committee carried this policy too far in some 
matters, possibly in this.2 For instance, the paragraph in the 
old constitution on “Permanent Members” was retained although 
it had no meaning in the new. The articles on “Funds” was 
left intact, one clause of which read “an equal assessment of 
not more than ten dollars annually on each of the permanent 
members.” The “ten dollars” caused vigorous objections in 
the States’ Committee Conference until it was explained that 
it had been in the old constitution for as long as the records 
ran. Even “four vice presidents” were still provided for; it 
so remained until 1920, when the By-Law was changed to 
provide for one vice president. The By-Laws also contained 
incongruities because of the decision to make only such changes 
as were absolutely essential. As was expected, these incon- 
gruities were eliminated as the years passed. 


THE REPORTS 


The preparation of the preliminary report was allotted to 
Drs. J. N. McCormack and G. H. Simmons; to Dr. Foshay 
was assigned the task of suggesting the necessary modifications 
that should be made in the By-Laws. This separate work 
was done between meetings, but all matters were later thor- 
oughly discussed by the committee in session. There were 
two reports: (1) the preliminary report and (2) the official 
report. 

The former was the more important and consisted of two 
parts, an explanatory preface or introduction, and the “argu- 
ment.” 

The preface fully outlined the changes proposed and _ spe- 
cifically detailed the more ¢ important ones. It was a summary 


1. After reorganization a ery committee recommended that the Chi- 
cago (Cook County) Medical Society should be a Councilor District; that 
each branch nai be a component unit of the state association. This 
plan was successtully carried out, with this important exception: as com 
ponent societies, each branch would be entitled to send representatives 
to the House of Delegates of the state society. This right the branches 
do not have. The delegates of the state body are aocead by the Counci! 
(the business body) of the Chicago Medical Society. This arrangement 
is perfect for the latter but not for the state society. 

In a few years a feeling had developed that a permanent presiding 
officer was desirable. Dr. Happel, then chairman of the Board of Trustees, 
introduced an amendment to the By-Laws to provide for a chairman for 
the House of Delegates. It caused resentment, and the chairman of the 
Board of Trustees was hissed; the proposal was regarded as an insult 
to the President of the Association, then presiding. It was not until 
1916 that a By-Law was passed creating the office of chairman of the 
House of Delegates. Dr. Hubert Work was elected to the office. In 
1918 the word “chairman” was changed to “‘speaker.””. Dr. Work 
resigned in 1920 and became President. He was succeeded by Dr. 
Dwight Murray, New York, who presided one year (1921) and was 
soumane but died the following October. Dr, Frederick C. Warnshuis 
was elected speaker in 1922 and has been reelected each year since, 
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such as would give one a clear idea of what changes were 
proposed and the results expected, if and when this proposed 
reorganization became a fact. 

The “argument” was an exhaustive review of the conditions 
in the Association, past and present, that made reorganization 
necessary; it outlined the benefits that would result from such 
a reorganization as recommended. 

The preliminary report in pamphlet form occupied forty-eight 
pages, six of which were required by the introductory preface. 

The official report was submitted first to the States’ Committee 
Conference and later presented to the General Meeting of the 
Association; with it was submitted the revised Constitution and 
By-Laws. 

PRELIMINARY REPORT DISTRIBUTED 

The Preliminary Report was complete and in form for dis- 
tribution in April 1901. A copy was sent to each member 
of the States’ Committee, with a special typewritten letter 
asking for criticisms and suggestions. Included in the letter 
was a call for the conference to be held in St. Paul, June 3. 
Also with a similar letter copies were sent to the president of 
each state and territorial association, to the members of the 
General Executive Committee, to officers of the Association 
and to about 400 physicians located in various parts of the 
country, selected as far as possible from physicians known 
to be interested in the welfare of the Association. In all letters 
a request was made for criticisms and comments. A: stamped 
return addressed envelop was an enclosure; also an invitation 
to attend the States’ Committee Conference. Altogether, 
approximately, 500 letters were sent. 

The number of replies received indicated a decided interest 
in the subject; as I recall, approximately 80 per cent acknowl- 
edged receipt of the preliminary report. Before me is a 
bundle of about 100 of these letters. A few are little more 
than an acknowledgment of receipt of the preliminary report; 
some are long: one written in long hand takes ten large 
letter-size sheets; the longest, however, consists of seven such 
sheets, typewritten, single space and small type face—a size 
common at that time. 

The general tone of each of these and of a few other letters 
is a fear of what would happen if the plan proposed was 
adopted. Practically all contain constructive criticisms and 
suggestions, many of which were adopted. A comparison of 
the recommendations in the preliminary report with the Con- 
stitution and By-Laws as submitted and finally adopted will 
show this. The number of letters that may be regarded as 
absolutely opposed is small and practically without exception 
are from the older, faithful members—“wheel-horses,” using 
the term in its best sense—of the Association. 

One letter I quote—not that it indicates definite opposition, 
but because it is from the “Father of the Association,” a man 
who did more than any other to improve conditions and to 
bring about reforms. 

Chicago, TIl., May 8, 1901 


65 Randolph Street 
To George H. M.D. 


Dear Doctor:;—On referring to the report that I made as chairman 
of a committee on revision of the Constitution of the American Medical 
Association in 1887, and the action thereon by the Association at the 
meetings in 1887-88-89, I find that ali of the amendments both to the 
Constitution and to the By-Laws that were recommended in my report 
were fully considered and adopted, except that one relating to the 
formation of a general committee of two members from each state, 
territory, Army-Navy and Marine Hospital Service to take the place 
of the nominating committee and serve as a permanent general com- 
mittee, which was finally fully discussed and rejected at the meeting at 
Newport, 1889. And I still think if such a council or standing general 
committee as proposed in that report of 1887 was adopted to take the 
place of both the present business committee and the nominating com- 
mittee, it would be more simple and efficient than the scheme outlined 
in the report you sent to me. 

Yours truly, 
N. S. Davis. 


Simmons, 


The report Dr. Davis mentions is the one to which reference 
was made to the effect that had it been adopted it would have 
made unnecessary the radical reorganization proposed. 

The preliminary report was given its greatest publicity when 
it was published in Tue JourNaL or the AMERICAN MEDICAL 
Association, May 25, 1901. 
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THE STATES’ COMMITTEE CONFERENCE 

The States’ Committee met at St. Paul, June 3, 1901, to 
act on the recommendations of the Committee on Reorganiza- 
tion, and on the revised Constitution and By-Laws. The con- 
ference was a large and representative gathering. Two sessions, 
morning and afternoon, were held. 

The conference was called to order by Dr. J. N. McCormack, 
chairman of the Committee on Reorganization. H. O. 
Walker, Michigan, was elected chairman and Dr. George N. 
Kreider, Illinois, secretary. 

As all had received a copy of the preliminary report, they 
knew the subject to be acted on by the conference. The pam- 
phlet containing the official report and the revised Constitution 
and By-Laws was distributed. The official report was then 
read, and the meeting took up, section by section, the revised 
Constitution and By-Laws. Three or four minor modifications 
were made, but there was one which could not be regarded as 
As has already been stated, the committee recom- 
mended that each section should be entitled to one delegate ; 
the conference changed this to two delegates. The idea that 
the sections still constituted the American Medical ‘Association 
remained in the minds of the majority. Two years later the 
By-Laws was changed back to the number recommended by the 
committee, one delegate from each section. 

No organic laws were ever more carefully scrutinized than 
were the Constitution and By-Laws of the American Medical 
Association passed on at this conference.® 


REPORT PRESENTED TO THE GENERAL MEETING 

The next morning the following official report was pre- 
sented to the General Meeting by Dr. J. N. McCormack: 
“Officers and Members of the American Medical Association: 

“We, your Committee on Reorganization, respectfully submit 
the following: 

“We have keenly felt from the first the magnitude of the 
task set for us, but in all the months of exacting labor we have 
been spurred on by the hope that our work would, if wisely 
performed, and if accepted by you, mark the dawn of a new era 
in the history of American medicine. After full consideration 
of the problems before us we early reached the conclusion that 
it would be useless at this late date to suggest tlie adoption of 
either half-way or compromise measures, and, therefore, we 
have prepared and now submit a completely revised Constitution 
and By-Laws designed to federate all the state organizations 
into this Association, to foster scientific medicine and to make 
the medical profession a power in the social and political life of 
the republic. 

“In a recent issue of Tue JouRNAL we submitted for your 
consideration a full outline of the changes proposed and, in an 
exhaustive manner, presented the reasons for our recommenda- 
tions. We earnestly request that every member of the Associa- 
tion, before passing judgment, carefully consider all the facts 
and arguments presented. Such examination will make it 
clear that we have been conservative, suggesting only such 
changes in the organic laws as are essential to the accomplish- 
ment of the high purpose for which the Association was 
organized. 


3. The official copy of the pamphlet containing the Constitution and 
By-Laws, in which were written the ifications made during the 
conterence, has written on its tithe page ‘‘Original Copy of Report as 
handed in by Dr. Walker, Chairman Joint Committee—Wm. Whitford.” 
(Whitford was for many years official reporter to the American Medical 
Association.) Attached to this pamphlet is a sheet bearing the signature 
of members of the States’ Committee. It is headed “We the eer. 
signed have examined, and hereby endorse and approve | of the a 
revised Constitution for the American Medical Association.” The follow- 
ing are the signatures: 


W. G. Harrison, Alabama 
Gould A. Shelton, Connecticut 
. N. Fisher, District H, 

Palmer Jr. ., Delay 
. Grant, Color: ado 


George Tully Vaughan, Marine 
Hospital Service 

M. McClanahan, Nebraska 
Garcelon, Mai 


R. Harvey Reed, Ww yoming 


A. W. " Alvord, Michig J. H. Pritchard, Wisconsin 
Henry O. Marey, icsasnasette J. D. Griffith, Missouri 
Henry D. Didama, New Yor W. J. Means, Ohio 

George Cook, New Hampshire Charles Richard, U. S. rmy 
Philip Marvel, New Jersey Joseph M, Mathews Kentucky 
George N. Kreider, Illinois J. A. Dibrell, Arkansas 

G. W. McCaskey, Indiana ohn L. Wills, California 
R. E. Conniff, L. Catterson, Washington 
J. A. Crook, Ten John A. Wyeth, New Yor 

A. H. Thayer, West Virginia _ R. Dean, North ge 
J. W. Aird, Utah 
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194 
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“It will be seen that we have left the Code of Ethics, based 
on the original resolution of adoption, undisturbed and still in 
force. We have carefully preserved the membership of all those 
now itt the Association and have jealously guarded the rights 
and privileges of each state organization now in affiliation with 
this body. 

“In accordance with your instructions we have also submitted 
to the larger committee, composed of one member from each 
state, a detailed scheme for the organization or reorganization 
of state and county societies, in harmony with, and in com- 
pletion of the general plan, in which we ask your concurrence. 

“The various portions of the scheme of organization proposed 
are interdependent and should be permitted to stand or fall 
together. During the time devoted to the preparation of the 
report, we have considered the various questions in detail and 
have rejected many propositions that we at first thought worthy 
of adoption, so that we feel that no amendment can be proposed 
from the floor which has not already been fully cansidered. 
We appreciate the fact that some of the details proposed are 
to a certain extent experimental, and their true value can only 
be determined by the test of experience. 

“As all the changes outlined, and the reasons for them, have 
been fully placed before you, no discussion of any part of them 
will be attempted here, the Constitution and By-Laws clear 
~and distinct in every provision, being submitted as our unani- 
mous report. 

“J. N. McCormack. 
MAXWELL FosHay. 
“Greorce H. Srmmons. 
“COMMITTEE ON REORGANIZATION.” 


It was at once referred to a joint committee composed of the 
General Executive Committee and the States’ Committee. 
(This action was following the usual custom although it was 
referring the matter back to the same group who had acted 
on it the day before.) The next day this joint committee 
reported to the General Meeting recommending the adoption 
of the report of the Committee on Reorganization and the 
revised Constitution and By-Laws. The report was adopted, 
with practically no discussion, and the new order went into 
effect on the adjournment of the St. Paul meeting. 

As this was only the first step in the reorganization, the 
Committee on Reorganization was ordered to continue its work 
to a full completion of the scheme. 

“It is interesting to note that this radical change in the 
organic laws of the American Medical Association was made 
without being subjected to a discussion—worthy of the name— 
in a General Meeting. There was no reason, of course, for a 
discussion; the whole matter had been thoroughly gone over 
by a group which the General Meeting regarded as competent 
to advise. Further, those who were in the States’ Committee 
Conference constituted a goodly portion of the members present 
at the General Meeting, at which the foregoing action was 
taken. 


What happened when the General Meeting—the supreme 
legislative body of the Associati adopted the Report of the 
Committee on Reorganization and approved the Constitution 
and By-Laws suggested by the committee and endorsed by the 
States’ Committee? By this action the General Meeting sur- 
rendered its legislative functions to the newly created House 
of Delegates; also its claim to be the representative body of 
the medical profession of the United States—in a word, the 
old organization, in its completeness, went out of existence. 
As Dr. J. N. McCormack put it, “It will therefore be seen that 
historically the House of Delegates is the legitimate successor 
and direct outgrowth of the delegated body known as the 
American Medical Association.” 

But the annual meeting of the American Medical Association 
was held the following year (Saratoga, N. Y., June 10-13, 
1902) apparently the same as before; there was the usual 
Opening General Meeting with the same formalities of wel- 
coming addresses and responses, followed by the usual presi- 
dential address; likewise the other General Meetings were held 
as usual, at which the orations on surgery, medicine and so on 
were delivered. 
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Yet there was a difference; there was no business transacted 
at the General Meetings. That was the only change. This 
was pleasing to those whose interest was chiefly in scientific 
medicine. On the other hand, there were some—particularly 
among the older members—who regretted the innovation. 

Exactly as in former years the sections met day by day and 
carried out their respective programs. The only reminder of 
a change that the members might notice was that each section 
was required to elect a representative to the House of Delegates. 

There was a change in the registration bureau. No new 
members were registered as delegates from “Affiliated Socie- 
ties.” Those who became members (Fellows of the Scientific 
Assembly) that year, and thereafter, did so under the old 
formula, “Members by Application.” 

Thus it will be seen that while, as Dr. McCormack said, 
the House of Delegates succeeded “the delegated body known 
as ‘the American Medical Association,’ the Association, as a 
scientific body, continued to exist and to function essentially 
as before; it so continues as that branch of the Association 
known as ‘the Scientific Assembly of the American Medical 


Association. (To be continued) 


Clinical Notes, Suggestions and 
New Instruments 


STREPTOMYCIN THERAPY IN PYLETHROMBOPHLEBITIS 


J. H. WISHART, M.D. 
and 
L. J. PETERSON, M.D. 
Minneapolis 


Pylephlebitis is a thrombophlebitis involving the venous chan- 
nels of the portal system. Subsequent development of multiple 
abscesses of the liver results from septic emboli or from 
progression of the inflammatory process. The mortality rate 
is extremely high. Acute suppurative appendicitis is the most 
frequent antecedent lesion, and it is this association with 
which we are concerned in the present paper. 

Ochsner, DeBakey and Murray,! in a review of the literature, 
pointed out that the first report of appendicitis complicated 
by multiple abscesses of the liver is generally conceded to 
Waller, quoted by Laison.2. Other early reports include that of 
Reginald Fitz * in his classic contribution in 1886. 

The incidence of portal thrombophlebitis and hepatic abscess 
following appendicitis varies from 0.10 per cent to 0.50 per 
cent. In Ochsner’s?! series of 5,293 cases of acute appendicitis 
during the ten year period 1928 to 1937, inclusive, there 
were 5 cases complicated by abscess of the liver, an incidence 
of 0.09 per cent. He cited also a collected series of 68,198 
cases of appendicitis in which there were 247 cases with these 
complications, an incidence of 0.36 per cent. Petrén* stated 
that abscess of the liver or suppurative pylephlebitis of the 
portal vein occurred in from 0.3 to 0.4 per cent of all cases 
of appendicitis, and that these complications occur in at least 
5 per cent of all fatal cases of appendicitis. Hawkes ® reported 
1,463 cases of appendicitis with 12 cases of pylephlebitis over a 
ten year period, or an incidence of 0.82 per cent. 

Pylephlebitis is usually a complication of a severe inflam- 
mation of the appendix, most frequently gangrenous. The 
organisms most frequently involved are streptococci, Escherichia 


From the Veterans Administration Hospital, Minneapolis, and the 

Departments of Medicine and Surgery, University of Minnesota. 

ublished with permission of the Medical Director, Veterans Adminis- 
tration, who assumed no responsibility for the opinions expressed or 
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1. Ochsner, A.; DeBakey, M., and Murray, S.: 
the Liver: Il. An Analysis of Forty Seven Cases 
ret Am. J. Surg. ns Sh 1938; correction, ibid. 40: 504, 1938. 
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coli and staphylococci, or a combination of these. A thrombo- 
phlebitis of the intramural vessels of the appendix occurs, 
and this may progress to involve the appendical veins in the 
mesoappendix, thence to the ileocolic, superior mesenteric and 
portal veins. In other instances small septic emboli may 
become detached from a thrombus localized in the vessels near 
the involved appendix and reach the liver through the venous 
radicles of the portal system. Thus multiple hepatic abscesses 
may develop. 

The symptoms of phlebitis complicating acute suppurative 
appendicitis are those of the antecedent appendicitis followed 
by the sudden onset of chills and an accompanying high fever 
out of proportion to that anticipated from the local inflam- 
matory lesion in the appendix. The elevation of temperature 
may spike sharply with the chills, and profuse sweating may 
occur, Other symptoms of pylephlebitis with hepatic abscesses 
include abdominal pain, anorexia, malaise, asthenia and loss 
of weight. Jaundice may appear as a late manifestation. Ascites 
occurs in some cases. The leukocytosis in pylephlebitis is 
usually well defined with a relative increase in the polymorpho- 
nuclear cells. Blood cultures are most frequently negative. 

Surgical treatment of pylephlebitis consists in ligation of 
the involved veins above the level of the thrombosis to prevent 
septic emboli from reaching the liver. Wilms © in 1909 advised 
ligation of the veins at the ileocecal angle and reported a 
successful case. Subsequently, numerous investigators have 
cited cases of the disease treated by ligation of veins at various 


Summary of data in case of pylethrombophlebitis. 


levels. Hawkes ® in 1938 recommended ligation of the ileocolic 
vein at the point where it joins the ascending colic vein. He 
cited 24 instances with ligation at various levels with & deaths, 
or a 33 per cent mortality rate. 

Chemotherapy has been used successfully in the treatment 

of pylephlebitis associated with acute appendicitis. In 1938 
Ottenberg and Berck? reported 2 cases of the disease treated 
with sulfanilamide with subsequent recovery. Murray and 
Donelson § have reported a case in which treatment with sulfa- 
thiazole resulted in cure. These authors considered significant 
the fact that the infection did not progress to suppuration 
following chemotherapy. 
* Antibiotic therapy has been used recently with success. 
Gamm " in 1945 treated a case of pylephlebitis with penicillin, 
and the patient recovered completely. Wilensky?® in 1945 
used large doses of penicillin and sulfadiazine in treating a 
case of pylephlebitis associated with acute suppurative appen- 
dicitis. Recovery ensued. 

The course of pylephlebitis with the development of hepatic 
abscesses is usually decidedly protracted. Data on cases of 
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the disease with multiple abscesses of the liver show an 
exceedingly high mortality rate. Surgical drainage is advisable 
when a solitary accessible lesion can be demonstrated. Cures 
resulting from chemotherapy have in many instances had a 
lengthy course because of the development of hepatic abscesses. 
When involvement of the liver can be prevented, one may 
hope for an early recovery. 


REPORT OF CASE 
History of Present Illness —A white man aged 28 was 
admitted to the hospital at 11:30 p. m. July 30, 1946. The 
onset of the present illness was July 28, two days prior to 
admission, with a history of generalized cramping abdominal 
pain, recurrent chills and fever and headache. These symptoms 
were attended with nausea but not with vomiting or diarrhea. 
On one occasion he manually forced himself to vomit in an 
attempt to relieve the pain, which was severe enough to keep 
him awake most of the day and night. Two days after the 
onset of symptoms, the diffuse abdominal pai> gradually local- 
ized in the right lower quadrant, and changed in character 
from an intermittent cramping pain to an almost steady, severe 
pain. The patient stated that on the day prior to admission 
his temperature was 99.6 F. On the morning of the day of 
admission his temperature was 102 F., and he had a frank . 
chill in the afternoon and another in the evening. His tem- 
perature reached 105 F. during the latter episode. He then 
called his family physician, who sent him into the hospital. 

Past Medical History.—The patient had spent seven months 
in the Philippines in military service. This tour of duty 
terminated in February, 19460 with no history of tropical 
disease or other serious illnesses. Systemic review revealed 
essentially normal conditions. There was no history of rheu- 
matic fever. He had had the usual childhood diseases. His 
present occupation was that of a bottler in a brewery. 

Physical Examinatione-—On admission to the hospital the 
patient weighed 135 pounds (61.2 Kg.) and appeared acutely 
ill. He was perspiring profusely and complained of severe 
abdominal pain. His temperature was 102 F., his respiratory 
rate 28 and his pulse rate 86. Examination of his head, 
eyes, ears, nose and throat revealed essentially normal conditions. 

Chest: His chest showed equal excursion and expansion. 
Neither rales nor evidence of impaired resonance was evident 
on auscultation. The heart was not enlarged to percussion. 
The blood pressure was 134 systolic and &4 diastolic. The 
rhythm was regular; the heart tones were of good quality 
and equal intensity; murmurs were not heard. 

Abdomen: The abdomen was scaphoid in type and not 
distended. There was pronounced tenderness to deep palpation 
in the right lower quadrant with associated spasm of the 
right rectus abdominis muscle. The liver and spleen were 
not palpable. There was no tenderness to percussion over 
either costovertebral angle posteriorly. Rectal examination 
revealed decided tenderness high on the right side. There 
was no evidence of petechiae. The lymph nodes were not 
enlarged. Neurologic examination was noncontributory. 

Laboratery Data—Examination of the Blood: The total 
white blood cell count was 15,600 with a differential count of 
polymorphonuclear leukocytes 87 per cent, lymphocytes 8 per 
cent and monocytes 5 per cent. Urinalysis: The urine was straw 
colored, the specific gravity was 1.025, and the albumin, sugar 
and microscopic tests were negative. Malaria Smears: Para- 
sites were not found in malaria smears. Stool examinations 
were negative for ova and parasites. 

On the basis of the preceding history, physical examination 
and laboratory data, a diagnosis of acute appendicitis was made. 

Hospital Course-—The patient was operated on two hours 
subsequent to admission. The abdomen was opened through 
a McBurney type muscle-splitting incision. Free fluid was not 
encountered. The appendix was found lying retrocecally with 
considerable thickening and edema of the surrounding tissues. 
The appendix was congested and covered with a_ fibrinous 
exudate. Because of its retrocecal position and highly inflam- 
matory state, the appendix was removed in a retrograde man- 
ner. The stump was not inverted; the abdominal cavity was 


Vortume 133 
NUMBER 8 


COUNCIL 
not drained. The alxlomen was closed in layers with interrupted 
silk sutures. 

The postoperative clinical course was unchanged from that 
preoperatively. The spiking high fever with recurring chills 
continued with temperature elevations to 105 F. daily (see the 
accompanying chart). Repeated blood smears were negative 
for malaria organisms. Penicillin therapy was instituted on 
the day following surgical intervention, 40,000 units being 
administered intramuscularly every three hours. The dosage 
of penicillin was increased to 50,000 units every two hours 
and finally to 100,000 units every two hours without apparent 
effect on the clinical course. Penicillin therapy was discon- 
tinued on the fifth day postoperatively. 

Blood cultures were taken on the first, second, third and 
twelfth days after the surgical operation. The second and 
third blood cultures were positive for hemolytic Staphylococcus 
aureus which were coagulase positive. This organism was sen- 
sitive to 0.02 unit of streptomycin per cubic centimeter and 
0.1 unit of penicillin per cubic centimeter. Inasmuch as these 
two blood cultures were taken while the patient was receiving 
large doses of penicillin (the organism hemolytic Staph. aureus 
being sensitive to 0.1 unit of penicillin per cubic centimeter), 
and since the pour plates were negative, it is possible that 
the organisms recovered on these two occasions were contami- 
nants. The other two blood cultures were negative. On the 
basis of the postoperative clinical course and the laboratory 
observations, a diagnosis of pylethrombophlebitis was made, and 
streptomycin was considered the drug of choice. 

On the third day postoperatively the lower end of the 
incision was opened and approximately 3 ounces (85 cc.) of 
purulent material was evacuated from a subcutaneous wound 
abscess. Culture of this exudate revealed Esch. coli. <A 
streptomycin sensitivity test revealed that the Esch. coli was 
sensitive to 1 unit of streptomycin per cubic centimeter and 
to 5 units of penicillin per cubic centimeter. 

The patient was started on streptomycin therapy August 4, 
the fourth postoperative day. He was given 0.4 Gm. of the 
drug every six hours for six days, 0.3 Gm. every six hours 
for the next two days, then 0.4 Gm, every four hours for the 
duration of the treatment. A total of 28.8 Gm. of streptomycin, 
or 28,800,000 units, was administered. (See the chart for 
the streptomycin blood levels and the coincident clinical 
response.) Streptomycin blood levels were taken two hours 
after one of the morning injections. There was one episode 
of chill and temperature elevation while the patient was receiv- 
ing 0.3 Gm. every six hours for two days. Streptomycin 
blood levels on these two days dropped to 2 and 3 units, 
respectively. The final streptomycin blood level was taken 
twenty-four hours after the last injection. In twenty-four 
hours it had dropped from 25 units to 1.2 units per cubic 
centimeter of blood. 

Throughout the course of streptomycin therapy, daily labora- 
tory work was performed, which included hemoglobin determi- 
nation, red blood cell count, white blood cell count, differential 
count and urinalysis. The red blood count was normal through- 
out the course of the disease. The white blood cell count ranged 
from 18,000 at the height of the disease to 8,000 prior to 
discharge. At no time was there any significant change in 
the differential count other than a relative increase in the 
percentage -of polymorphonuclear leukocytes. Urinalyses were 
normal throughout the course of the disease. On August 3 
the total bilirubin was 0.6 mg.; on August 7 it was 1.0 mg. 
per hundred cubic centimeters. On the same day the sulfo- 
bromophthalein retention was 0.8 mg. per hundred cubic centi- 
meters. The cephalin cholesterol flocculation test was 3 plus 
in twenty-four hours and 4 plus in forty-eight hours. On 
August 15 the cephalin cholesterol flocculation test was 1 plus on 
both the twenty-four and the forty-eight hour determination. 

The patient became asymptomatic six days before strepto- 
mycin therapy was discontinued and has remained so since 
then. At the time of writing it is five weeks since he has 
received any medicaments. At no time while on streptomycin 
therapy did he receive any other medicament that.in any way 
could confuse the results obtained by streptomycin therapy. He 
at no time exhibited any sensitivity to the drug. 
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Operative Tissue Examination Report—The specimen, exam- 
ined by Dr. J. Y. Clarke Jr. of the Department of Pathology, 
consisted of an appendix 7 cm. in length. The serosal surface 
was congested and covered with a fibrinous exudate. There 
was a fibrous operculum over the distal end of the appendix. 
Microscopic sections revealed that the lumen of the appendix 
contained a hemorrhagic purulent exudate. The mucous mem- 
brane had been completely destroyed. There was extensive 
necrosis of the muscularis and of the connective tissues of 
the appendical wall. One of the larger veins of the subserosa 
was filled with neutrophils and partially hemolyzed red blood 
cells. The walls of the veins were infiltrated with neutrophils. 
Other large veins of the serosa and mesoappendix showed 
an infiltration of the neutrophils into the adventitia. 


SUMMARY 


A young man made a dramatic recovery in an extremely 
short time from pylethrombophlebitis, a disease that in the 
past has been almost uniformly fatal. 


Council on Physical Medicine 


The Council on Physical Medicine has authorised publication 
of the following reports. Howarp A. Carter, Secretary. 


HOME DIATHERMY 


From time to time in the past ten to fifteen years, efforts 
have been made to promote the buying of home diathermy 
apparatus directly by the public. At first sight this may seem 
reasonable because the application of heat often brings relief 
from pain and is recognized as beneficial in many conditions. 
It is also argued that diathermy is much more convenient, 
and at times much more effective, than the hot water bottle 
and similar devices, and that modern improvements in_ the 
diathermy equipment might obviate such objections as_ the 
danger of burns to the patient and interference with radio 
equipment in the vicinity. Nevertheless, it has been necessary 
for the medical profession to oppose the general sale of 
diathermy equipment. The reasons for this policy need 
occasionally to be set forth. 

Medical diathermy is the therapeutic use of heat generated 
within the tissues of the body by the high frequency current 
actually passing through the tissues. Such currents are applied 
by one of three methods: (1) conventional, long wave diathermy, 
in which large metal electrodes are applied directly to the 
surface of the body and constitute the terminals whereby 
the rapidly alternating current enters and leaves the body, 
(2) short wave diathermy, in which the large,: flat electrodes 
are air spaced or insulated, do not make actual contact with 
the skin and simply induce the electrical currents in the 
body, and (3) short wave diathermy, in which a cable is so 
placed that the rapidly fluctuating electromagnetic field sur- 
rounding it affects the body of the patient. As is well known, 
all three types of diathermy apparatus can be made powerful 
enough to cook food and pop corn and, of course, can coagulate 
and kill tissues; when carefully controlled, they can be used to 
induce high fevers for the treatment of neurosyphilis and similar 
conditions. It is a truism that any material or device which 
is utterly incapable of harm is likely also to be ineffective 
therapeutically. Diathermy apparatus, if strong enough to be 
effective, should be employed with due caution as a medical 
instrument to treat specific conditions diagnosed by physicians. 

It cannot be assumed that all tissues will be heated equally 
by diathermy. In some parts of the body there is a very 
active flow of blood through the capillary vessels, so that the 
tissues are cooled just as the engine of an automobile is cooled 
by the circulation of water through the radiator. Other parts 
of the body have a less active blood supply, and there are a few, 
like the lens of the eye, that have no blood vessels at all. 
Such parts are unable to cool themselves when heat is gen- 
erated inside them as it is in diathermy, even when the tissues 
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are normal. When tissues are diseased, the situation is generally 
worse, for the foot of a patient with arteriosclerosis, or the 
interior of a large tumor within the abdomen, may have a very 
poor blood flow. Such tissues can become overheated. Injuries 
to nerves or to the spinal cord often impair the sense of 
temperature in related parts of the body, so that the patient 
may be unable to tell when a paralyzed limb is overheated. 
Evidently there are many possibilities for localized damage 
by diathermy. In addition, however, the production of artificial 
fever by diathermy brings up the possibility of generalized 
damage, for there are cases on record in which the temperature 
went above the levels which nature seems to set for natural 
fevers, so that death resulted from heat prostration. 

It is sometimes necessary to remind patients of the general 
objections to self medication or self treatment. A physician 
places at the disposal of his patient the wealth of accumulated 
human experience represented in his medical education and 
in his current reading of medical literature, as well as his own 
personal experience in medical practice. The physician is able 
to prescribe effective remedies when they are known, is able 
to protect his patient from supposed remedies that are potentially 
harmful and, finally, saves his patient valuable time and money 
by discouraging remedies known to be useless in his particular 
case. It is, in other words, part of his function to speak out 
when he sees. money spent in dangerous or even ineffective 
ways. The medical profession obviously cannot encourage 
the expenditure of substantial sums by patients who wish 
to experiment privately with new devices instead of getting 
information from experts. It is also true that the advance- 
ment of medical knowledge is retarded if experimentation 
is done by patients and if the results, favorable or unfavorable, 
are left unpublished; the medical ideal is to carry out the 
testing of new procedures under conditions which permit the 
systematic assembling and publication of results. 

There are numerous contraindications to diathermy that 
require a knowledge of medicine. Some widely disseminated 
advertising has failed to mention the dangers encountered in its 
use. Some firms have even recommended the use of home 
diathermy for conditions in which medical experience has 
shown it to be specifically contraindicated; for instance, acute 
nondraining cellulitis, acute infectious arthritis, any condition 
with a tendency to hemorrhage such as gastric ulcers, and 
conditions in which the temperature sense is lost, as in nerve 
injuries. Diathermy must also not be applied to the abdomen 
and pelvis in pregnancy or during menstruation and should 
not be applied to most types of tumors; yet some advertising 
has encouraged such misuse. The cautions against misuse are 
based on numerous very unfortunate mishaps known to physicians 
to have occurred during the early days of medical diathermy, 
and it is evident that the dangers of using a diathermy apparatus 
without explicit medical supervision should be emphasized. The 
end result of such “slot machine diathermy” may be not only 
severe physical injury but also the cause of lawsuits. 

Realizing the therapeutic limitations of diathermy apparatus, 
the Federal Trade Commission has ordered several companies 
to cease from disseminating advertisements which represent 
directly, or through implication, that the respondent's diathermy 
apparatus may be easily and safely used in the home. The 
Council on Physical Medicine of the American Medical 
Association has repeatedly refused to accept home diathermy 
machines “for inclusion in its list of acceptable devices.” 

Under special circumstances it is possible that a physician 
will wish to recommend the renting of a diathermy machine 
for daily use in the home of a patient whose condition has been 
accurately diagnosed and whose treatment will be entrusted 
to some person with the requisite intelligence and training. 
It is apparent, however, that the indiscriminate use of diathermy 
equipment in the home is bad and that such devices should not 
be advertised as “recommended by the medical profession” 
when they are to be sold to the public. The selling of diathermy 
apparatus for self treatment at home is a modern form of 
quackery. It is the duty of the medical profession to denounce 
the unsupervised home use of diathermy as unsound and 
dangerous. 


COUNCIL ON PHYSICAL MEDICINE 


A. M. A. 
eb. 22, 1947 
MAICO ATOMEER HEARING AID 
ACCEPTABLE 
Manufacturer: The Maico Company, Inc., 21 North Third 


Street, Minneapolis. 


The Maico Atomeer Hearing Aid is a three tube instrument, 
with transmitter and batteries contained in a single case. The 
case presents a pleasing appearance, is rectangular with rounded 
edges and corners and is con- 
structed of smooth ivory colored 
plastic. 
switch and volume control are 
located at the top of the case. 
The tone control or frequency 
response characteristic of the 
instrument can be modified by 
inserting a small screw or 
screws in the amplifier chassis, 
which is accessible only after the 
back of the case has been opened. 
Either of two different size 
crystal earpieces for air con- 
duction can be used with the 
instrument. 


Case, by 23 by inches (11.4 by 


Maico Atomeer Hearing Aid. 


Dimensions : 
6.0 by 2.3 cm.). 

Weight: Case with batteries, cord and receiver, 714 ounces 
(177 Gm.). 

Current consumption: A battery (1.25 volt mercury cell), 
55 milliamperes; B battery (30 volt minimax), 0.22. milli- 


ampere; battery current is constant regardless of setting of 
volume or gain control. 


Maximum acoustical 


Frequency 
1,000 2,000 3,000 4,000 5,000 cycles per 
second 


38.0 43.0 48.0 52.5 49.0 39.0 26.0 decibels 
33.0 37.5 42.0 49.0 52.5 48.5 33.0 decibels 


500 


Large receiver 
Small receiver 


These gain measurements were obtained with the frequency 
response characteristic adjusted for maximum wide frequency 
response. 

Performance: The Maico Atomeer operates in an entirely 
satisfactory manner. There is a minimum of inherent, case 
and cord friction noise. ; 

The Council on Physical Medicine voted to accept the 


“Atomeer Hearing Aid” for inclusion in its list of accepted 
devices. 


TRIMM VACUUM TUBE HEARING 
AID ACCEPTABLE 


Manufacturer: Trimm Distributors, Inc., 1770 West Berteau 
Avenue, Chicago. 


The Trimm Model #300 Vacuum Tube Hearing Aid is a 
four tube instrument, with a separate battery pack, consisting 
of a 1% volt A battery and a 2214 to 45 volt B battery. The 
transmitter case presents a pleasing 
appearance, is rectangular with rounded 
corners and edges and is constructed 
of a smooth ivory colored plastic mate- 
rial. The combined “on-off” switch 
and gain control are located at the 
top of the case. The frequency re- 
sponse characteristic. of the instrument 
can be varied by inserting one or two 
set screws in the recess on the side 
of the case into which battery and ear- 
phone plugs also are inserted. Either 
of two different earphones can be used 
with the instrument. Receiver #240 
has slightly less gain and wider fre- 
quency response than receiver #242. 

Dimensions: Case, 4%6 by 2% 6 by 34 inches (10.9 by 6.6 
by 1.8 cm.). The receivers and batteries are of standard or 
cenventional size. 


Tube 


Trimm Vacuum 
Hearing Aid Model $300. 


The combined “on-off” 
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Weight: Case, receiver and cords (but not including 
batteries), 714 ounces (212 Gm.). 

Current consumption: A battery (114 volts), 75 milliamperes. 
B battery (45 volts), 1.0 milliampere. B battery (33 volts), 
0.67 milliampere. Battery current drain is independent of 
volume control setting. 


Maximum acoustical Frequency 
ee 250 $00 1,000 2,000 3,000 4,000 5,000 cycles per 
second 
No. 242 receiver 39.5 43.5 43.0 52.0 36.5 39.0 26.5 decibels 
No. 240 receiver 34.0 40.0 40.5 44.0 51.5 49.5 48.5 decibels 


These measurements were obtained with a 45 volt battery, 
and the tone control was adjusted to give maximum overall 
frequency response. Insertion of the tone control set screws 
attenuates the low frequency response. The gain is approxi- 
mately 5 decibels less with a 33 volt battery than with the 


45 volt battery. The gain will be still less with a 22% voit 
B battery. 
Performance: The Trimm Model #300 Vacuum . Tube 


Hearing Aid operates in an entirely satisfactory manner. 
Case and cord friction noise are noticeable but not excessive. 
The advertising matter appears to be satisfactory. 
The Council on Physical Medicine voted to include the Trimm 
Model #300 Hearing Aid in its list of accepted devices. 


BELTONE HARMONY MONO-PAC HEARING 
AID ACCEPTABLE 


Manufacturer: Beltone Hearing Aid Co., 1450 West 19th 
Street, Chicago. 

The Beltone Harmony Mono-Pac Hearing Aid is a vacuum 
tube type of instrument of the single case construction. The 
microphone, amplifier and batteries are contained in a single 
molded plastic case. The lower half 
of the case is hinged, giving easy 
access to the A and B_ batteries. 
Volume and tone are controlled by 
milled disks at the top of the instru- 
ment. On and off positions of both 
controls are clearly marked. 

The microphone case is 44% by 234 
by 5 to 1 inches (11.4 cm. by 7.0 by 
1.6 to 2.5 cm.) and weighs 7.7 ounces 
(218 Gm.). 

The magnetic receiver is 7 inch 
(2.2 cm.) in diameter by % inch 
(1.5 cm.) thick and weighs 0.6 ounces 
(17 Gm.). 

Battery Data.—A battery, mercury type, voltage 1.12; cur- 
rent drain, full volume setting, 41 milliamperes. B_ battery, 


Beltone Mono- 
Pac Hearing 


carbon-zinc type, nominally 30 volts but showing 26 volts under 


current drain of 0.7 milliampere. 

Acoustical Gain.—Measurements of the gain in decibels in the 
sound pressure level set up in a 2 cc. coupler over the pressure 
level at the microphone were made at nineteen frequencies 
between 200 cycles and 4,096 cycles for an input level of 50 
decibels measured’ on the B scale of a General Radio Sound 
Level Meter. Typical results are tabulated as follows: 

Gain (volume control three fourths on) : 


Frequency 


Tone Control 256 512 1,024 1,400 2,048 3,100 4,096 cycles per second 


“Three dots” 49 52 56 57 49 46 40 decibels 
“One dot”... 31 41 46 49 44 40 35 decibels 


Approximate values of the maximum pressure levels in the 
coupler were determined at four frequencies with the volume 
control of the instrument set three fourths on, and tone control 
on “three dots.” 

The values obtained were as follows: 


Frequency Input Level Maximum Output Level . 
600 70 db. 121 db 
1000 66 db. 120 db 
1400 64 db. 115 db 
3000 64 db. 108 db 
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The usual articulation and intelligibility tests were made with 
a hard of hearing subject with the following results: 
Syllable articulation, 94 per cent. 
Sentence intelligibility, 100 per cent. 
The whispered voice was heard and easily understood at a dis- 
tance of 5 feet in quiet surroundings. 
The instrument is compact and well made throughout and is 
reasonably free from internal noise. 
The Council on Physical Medicine voted to include the “Bel- 
tone Harmony Mono-Pac” in its list of accepted devices. 


Council on Pharmacy and Chemistry 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 


Austin Situ, M.D., Secretary. 


ESTROGENIC SUBSTANCES (See New and Non- 
official Remedies, 1946, p. 443) 

The foliowing dosage form * been accepted : 
E. S. MILLER Laporartories, INc., Los ANGELES 

Solution of Estrogens (in Oil): 1 cc. ampuls and 10 ce. 
and 30 cc. vials, each being available in potencies containing 
the equivalent of 5,000 international units per cubic centimeter 
or 10,000 international units per cubic centimeter; 10 cc. and 
30 cc. vials being available in potencies containing the equivalent 
of 20,000 international units per cubic centimeter of estrone in 
a neutral vegetable oil, with benzocaine 2 per cent. Preserved 
with cresol 0.5 per cent. 


GLOBIN INSULIN WITH ZINC (See New and Non- 
official Remedies, 1946, p. 450). 

The following dosage forms have been accepted: 
E. R. Squissp & Sons, New York 

Globin Insulin with Zinc: 10 cc. vials. Each cubic centi- 
meter contains 40 units; 0.25 per cent phenol as preservative. 

Globin Insulin with Zinc: 10 cc. vials. Each cubic centi- 
meter contains 80 units; 0.25 per cent phenol as preservative. 


EPHEDRINE SULFATE (Sec New and Nonofficial 
Remedies, 1946, p. 286). 
The following dosage forms have been accepted: 
E. S. Laporatories, INc., Los ANGELES 
Capsules Ephedrine Sulfate: 25 mg. and 50 mg. 


Solution Ephedrine Sulfate: 50 mg. in 1 cc. ampuls. 
served with chlorobutanol 0.5 per cent. 


Pre- 


ea (See New and Nonofficial Remedies, 1946, 


The following additional dosage form has been accepted: 
SCHENLEY LABORATORIES, NEW YORK 


Penicillin Sodium: 20 cc. vials containing 200,000 units or 
500,000 units. 


(See New and Nonofficial Remedies, 1946, 
p. 262 
The following dosage form has been accepted : 
PREMO PHARMACEUTICAL LABORATORIES, INC., NEW YORK 
Chiniofon Enerels: 0.25 Gm. tablets coated with shellac. 


ee (See New and Nonofficial Remedies, 
1946 ) 
The. following dosage form has been accepted : 


E. S. Mitter Lasorarories, INc., Los ANGELES 
Tablets Phenobarbital: 15 mg., 30 mg. and 100 mg. 


CALCIUM LEVULINATE (See New and Nonofficial 
Remedies, 1946, p. 480). 
The following dosage form has been accepted: 


Tue J. F. Hartz Company, DeEtroir 
Calcium Levulinate 10%: 10 cc. ampuls. 
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THIOURACIL DERIVATIVES IN 
HYPERTHYROIDISM 

In a previous editorial’ THe JouRNAL noted the 
studies of goitrogenic substances by the MacKenzies, 
by McCollum and by Astwood. These investigations 
demonstrated that the sulfonamides and thiourea exert 
a depressing influence primarily on the functional 
activity of the thyroid and hence on the basal metabolic 
rate. Thyroid hyperplasia has been shown to be a 
reflection of increased pituitary activity resulting from 
the depression of thyroid function. Rawson and _ his 
collaborators * recorded a lowering of the basal meta- 
bolic rate, relief of symptoms, increase of hyperplasia 
of the thyroid with loss of colloid and increase in 
vascularity in 19 patients with diffuse toxic goiter 
treated with thiouracil. They * noted also a decreased 
avidity for iodine by the thyroid gland as shown by the 
greatly impaired correlation of radioactive (tracer) 
inorganic iodine with increased elimination in the urine. 
MeGavack and his associates * reported the results of 
treating 26 thyrotoxic patients with thiouracil and 
reviewed 109 cases reported in the literaure. In 16 of 
the 135 reported cases there was a toxic or a hyper- 
sensitive reaction. 

Thiouracil has been used in hyperthyroidism either 
as a medical treatment per se or as a preoperative treat- 
ment in thyroidectomy. In a study of 1,091 cases 
reported from eleven clinics in the United States and 
from one clinic in England Moore *® found that the 
incidence of untoward reactions from thiouracil was 
between 8 and 10 per cent. Of these reactions agranulo- 
cytic angina, leukopenia and high fever make cessation 


. Thiourea and Thiouracil in Treatment of pehiitedie editorial, 
J. - M. A. 126:172 (Sept. 16) 1 

2. Rawson, R. W.; Evans, R. >: _ ee J. H.; Peacock, W. C.; 
Lerman, J., and Cortell, R. E.: The Action of Thiouracil on the Thyroid 
Gland in Graves’ Disease, J. Clin. Endocrinol. 4:1 (Jan.) 1944. 

3. Rawson, R. W., and McArthur, Janet W.: What Has Thiouracil 
Contributed to the Management of Graves’ Disease? New York State J. 
fed. 46: 2733 (Dec. 15) 1946. 

4. McGavack, T. H.; Gerl, A. J.; Vogel, Mildred, and Schwimmer, D.: 
The Treatment of 26 Thyrotoxic Patients with Thiouracil and a Review 
of Toxic Reactions in All (135) Reported Cases, J. Clin. 
om (June) 1944, 

5. Moore, F. D.: Toxic Manifestations of Thiouracil Therapy, 
M. A. 130: 315 (Feb. 9) 1946. 
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J. A. M.A. 
Feb, 22, 1947 
of drug administration virtually mandatory. A statisti- 
cal study by Van Winkle and his associates ® of 5,745 
patients treated by 328 clinical investigators revealed 
that thiouracil is effective against hyperthyroidism 
both of the diffuse toxic and of the nodular toxic type, 
but it is not valuable in simple goiter. The optimum 
dosage schedule appears to be 0.4 Gm. per day in 
divided doses initially; after the symptoms are con- 
trolled or the basal metabolic rate is within normal 
range the dosage should be reduced to 0.1 or 0.2 Gm. 
per day. Thiouracil should be used for preoperative 
treatment or for patients for whom operation is contra- 
indicated. Many patients, particularly those who have 
received previous iodine therapy, do not respond 
immediately to thiouracil therapy; hence medication 
should be continued for at least thirty days or for sixty 
to one hundred days before concluding that no response 
to thiouracil is possible. 

Granulocytopenia occurs in about 2.5 per cent of the 
cases treated and is the most serious complication oi 
thiouracil therapy. This reaction tends to occur in the 
early weeks of treatment; indeed, 80 per cent of the 
cases were seen by the twelfth week of therapy. Rela- 
tionship to the dose of thiouracil was not apparent. 
Treatment of this complication should consist of massive 
doses of penicillin (500,000 units per day). Leuko- 
penia had an incidence of 4.4 per cent. Drug fever 
had an incidence of 2.7 per cent seen early in treatment, 
85 per cent occurring in the first four weeks but not 
related to dosage. Skin reactions had an incidence of 
3.3 per cent. Urticaria was the most common, but 
various other dermatoses were seeen. Patients should 
be instructed to report immediately to their physician 
if any adverse symptoms such as sore throat, fever, 
coryza or malaise are experienced. 

Rawson points out that one of the disadvantages of 
thiouracil in the preoperative treatment of thyrotoxic 
patients is its tendency to increase both the thyroid 
When iodine is added to 
the thiouracil preparation, involution of the thyroid and 
decreased vascularity follow. The time required to pre- 
pare a patient for thyroidectomy with thiouracil is 
longer than that usually required when iodine is used 
as the sole agent. 

A continued investigation of compounds which inhibit 
the function of the thyroid gland has revealed that 
appropriate substituents on the thiouracil molecule con- 
fer a greatly increased activity. Astwood and Van- 
derLaan * have assayed some three hundred compounds 
for their antithyroid activity and found that 6-ethyl- 
and 6-n-propylthiouracil are approximately 
as active as thiouracil in animal tests and 


thiouracil 
ten times 3 
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6. Van Winkle, 


Hazel, G. R.; Hines, D. C. 
Newcomer, H, S.; E. A., and Sisk, N.: The linical Toxicity 
of Thiouracil, J. A. M. A. as 343 (Feb. 9) 1946. 
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of Greater Activity for the Treatment of Hyperthyroidism, J. Clin. Endo- 
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five times as active in man as thiouracil. In clinical 
tests on 37 patients 6-n-propylthiouracil was found to 
be more active than thiouracil. These compounds were 
tolerated by patients who had previously reacted 
unfavorably to the administration of thiouracil or thio- 
barbital. Untoward reactions were not observed in 
these cases. 

A chance observation by Jeantet of Lyons that work- 
men employed in the extraction of aminothiazole, which 
is used in large quantities for the preparation of sulfa- 
thiazole, developed goiters without however any signs 
of thyrotoxicosis and with lowered basal metabolism, 
suggested that the substance might be useful in the 
treatment of hyperthyroidism. Perrault and Bovet * 
administered aminothiazole to 129 patients with thyro- 
toxicosis and did not observe agranulocytosis or any 
other signs of intolerance reported from the use of 
thiouracil. They found the drug effective and easy to 
administer. Wilson * in a comparative study of thioura- 
cil and methylthiouracil found that the response to 
the treatment is more rapid when the latter drug is 
used and that the maintenance dose of methylthiouracil 
is smaller than that of thiouracil. 

Thiouracil and its derivatives have undoubtedly con- 
tributed much to the management of hyperthyroidism. 
Whether a complete cure by medication alone will be 
possible is at present conjectural and will probably 
depend on the development of less toxic derivatives of 
thiouracil. 


VALUE OF GASTRIC LAVAGE IN TREAT- 
MENT OF ACUTE POISONING 

For a century gastric lavage has been used in treating 
acute poisoning. Except for some adjuvants, such as 
use of an appropriate solvent, an adsorbent, such as 
charcoal, or neutralizing agent, changes have not been 
made in this procedure. Its value has not been ques- 
tioned nor its efficiency doubted. However, a sys- 
tematic examination of the procedure was made in 
1942, for the first time, by Harstad, Mgller and Simesen 
of the Pharmacologic Institute of the University of 
Copenhagen and of the Psychiatric Department of the 
Bispebjaerg Hospital in Copenhagen’ with results 
which indicate its inefficiency and the desirability of 
more scientific consideration of procedures in acute 
poisoning. 

Mller and his associates made quantitative studies 
of the volume of fluid and of the amount of poison 
removed from 80 persons acutely poisoned with several 
different drugs. Prior to their systematic investigation 
analytical results over a period of years, obtained from 


8. Perrault, M., and Bovet, D.: Aminothiazole in the Treatment of 
Thyrotoxicosis, Lancet 1: 731 (May 18) 1946, 

9, Wilson, A.: Thyrotoxicosis Treated with Thiouracil and Methyl- 
thiouracil, Lancet 1: 640 (May 4) 1946. 

1. Harstad, Elisabeth; Mgller, Knud O., and Simesen, Margrethe H.: 
Ueber den Wert der Magenspiilung bei der Behandlung von akuten 
Vergiftungen, Acta med, Scandinav. 11%: 478, 1942. 
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many cases of poisoning without benefit of gastric 
lavage, had showed extremely variable and sometimes 
For instance, 
the hypnotics, especially barbiturates, could be found 
in rather large quantities several hours after these drugs 
had been taken. This would suggest the desirability 
of delayed gastric lavage for promoting recovery. Of 
the rapidly acting poisons, however, cyanides were 
found only in small quantities, but nicotine often in 
large and surely fatal amounts. Yet both drugs are 
rapidly absorbed. Theoretical explanations might 
account for these variations, but the first question posed 
to the Copenhagen investigators was that of the eff- 
ciency of the procedure. 

The most important features examined were the total 
volume of wash fluid and the proper use of it. As 
much as 10 to 40 liters has been recommended, used 
freely. Moller and his associates proceeded as follows: 
With the patient in the supine position and a conven- 
tional stomach tube in position, lavage was made witi 
lukewarm water through an attached funnel, 1 liter 
being used at a time up to a total of 10 liters. The 
volume siphoned off was collected in five portions, 
the first portion consisting of the amount that could 
be removed after the first liter, the second after the 
second liter, the third after the third and fourth liters, 
the fourth after the fifth, sixth and seventh liters, and 
the fifth, or last, portion after the eighth, ninth and 
tenth liters. The five collections of residual wash fluid 
were then subjected to analysis for the different drugs. 
Seventy-one of the patients, constituting a majority, 
were being treated for barbiturate poisoning of variable 
severity ; the majority were unconscious and about 23 
per cent died. Treatment was continued with charcoal 
and magnesium sulfate after the stomach washings had 
been completed. The striking result was that the total 
washings from the majority of the patients did not 
show demonstrable removal of any barbiturate, only 
small quantities such as 10 mg. being found occasion- 
ally. In fatal cases, when barbiturate was not found 
in the gastric washings the presence of the drug was 
confirmed in the intestinal contents. There was no 
correlation between the quantity of poison in the wash- 
ings and the time interval between lavage and the taking 
of the drug. Other drugs tested for in stomach wash- 
ings were acetophenetidin, salicylic acid, quinine, nitro- 
benzene and tetrachlormethane. However, not more 
than about 3 per cent of any drug taken was found in 
washings which gave positive results except quinine, of 
which 12 per cent was removed. In only 5 of 80 patients 
who took a barbiturate, aspirin or quinine in tablets 
or pills was there more than 0.5 Gm. of the poison 
recovered from the total wash fluid. In these cases the 
first portion contained the most, or a median of 52 per 
cent, of the drug (range 3 to 83 per cent), the second 
portion a median of 11 per cent (range 3 to 16 per 
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cent), the third portion a median of 9 per cent (range 
5 to 22 per cent), the fourth a median of 11 per cent 
(range 2 to 39 per cent) and the fifth the least, or 6. 
per cent (range 1 to 63 per cent). Although the num- 
ber of cases was small and the variation considerable, 
these results show that removal of poisons from the 
stomach by washing is facilitated by repeated use of 
smaller volumes of solvent, a time honored principle 
that is of great practical importance in analytical 
chemistry. 

Consistent with all this were results in dogs with a 
ligated pylorus and given 2 Gm. of a barbiturate: only 
30 per cent of the drug was recovered in the first liter 


of wash water put into a filled stomach and 22 per cent. 


in the second liter, a total of 52 per cent. From an 
empty stomach 60 per cent was recovered in the first 
liter but only 3 to 4 per cent in the second liter, a 
total of 63 per cent. Other considerations showed that 
washing with 2 liters in dogs left at least 22 per cent 
of the barbiturate in the stomach. 

An equally important observation made by the Copen- 
hagen investigators was that only 75 per cent of the 
10 liters of wash fluid could be removed by lavage. 
The remainder, or about 2.4 liters, escaped into the 
intestine. X-ray examination of patients showed that 
the wash fluid passed rapidly into the intestine. When 
charcoal was used in unconscious patients, charcoal was 
found adherent to the bronchi, and microscopically in 
the pulmonary alveoli, as a result of aspiration of 
stomach contents. The authors properly conclude that 
lavage is generally contraindicated in unconscious 
patients unless there are special indications. However, 
lavage with use of charcoal is indicated in conscious 
patients. They recommend that the foot end of the 
bed be raised, the head turned to its side and an 
aspirator used to remove vomitus or other material 
from the mouth. 

Here are the general conclusions to be derived from 
the laborious and highly commendable work by Moller 
and his associates: Gastric lavage is generally inefficient 
and often valueless in cases of acute poisoning; its 
efficiency can be increased by use of relatively small 
volumes of fluid; gastric lavage promotes passage of 
a poison into the intestine ; when four hours has elapsed 
after a poison has been taken, lavage is only excep- 
tionally effective; the bulk of a poison leaves the 
stomach rapidly, especially in suicides, who often take 
it on an empty stomach; in conscious persons evacua- 
tion by emesis with the aid of apomorphine is superior 
to lavage; lavage is generally contraindicated in uncon- 
scious persons but, if done, should be combined with 
aspiration ; adsorption of poisons on the gastric mucosa 
is important only with heavy metals and a few other 
substances, removal of these being preferably done by 
aspiration of contents followed by lavage with 1 to 2 
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liters of water containing 10 Gm. of charcoal per liter. 
This time honored method. cannot be advantageously 
applied without recognition of equally time honored 
principles of physical chemistry and physiology. 


AN AMERICAN MEDICAL TEACHING 
MISSION TO CZECHOSLOVAKIA 


In the summer of 1946 an American Medical Teach- 
ing Mission? spent two months in Czechoslovakia, 
where for six years (1939-1945) medical teaching and 
investigation had been completely blacked out by the 
Nazi occupation. The visit of the American mission 
initiated a friendly international interchange in medicine 
that may develop a feature of much importance for the 
future health and happiness of central Europe. The 
cordial and indeed affectionate friendship that was 
exhibited by the Czechoslovakian, Moravian and Slo- 
vakian physicians for their American colleagues was 
heartening. 

Czechoslovak medicine, itself at the crossroads, will 
no doubt abandon the Germanic tradition in education 
and practice. Whether it will now follow the Western 
pattern led by the United States or the Russian one 
or some intermediate one of its own creation (which 
seems most likely) remains to be seen. Since educa- 
tion in science is largely unitary and since physicians are 
important in shaping a people’s orientation, the way 
in which Czech medicine does develop can have long 
range consequences. 

For six years all higher education in Czechoslovakia 
was abolished by the German rulers. Medical students 
worked at forced labor, melted into the underground 
or escaped to fight in the Allied armies. Teachers 
were selected, with other intellectual leaders, for prompt 
consignment to concentration camps. Perhaps a fourth 
never reemerged ; a few who did were broken men; the 
remainder are busily rebuilding medical education. 
University clinics and laboratories and the urban hos- 
pitals were little damaged except at the Masaryk Uni- 
versity of Brno, where some vagrant bombs missed the 
railroad station and hit the medical group. Here the 
departments are being housed in the technical high 
school, and rebuilding is in progress. Apparatus and 


1, The mission, initiated by the Unitarian Service Committee and sup- 
ported by UNRRA and the Czechoslovak government, included Joseph C. 
Aub, professor of research medicine, Harvard Medical School; Alexander 
Brunschwig, professor of surgery, University of Chicago School of Medi- 
cine; Leo Davidoff, professor of clinical neurological surgery, Columbia 
University College of Physicians and Surgeons; Ralph W. Gerard, pro- 
fessor of physiology, University of Chicago School of Medicine; L. Emmett 
Holt Jr., professor of pediatrics, New York University College of Medi- 
cine; Otto Krayer, professor of comparative pharmacology, Harvard 
Medical School; Josef Lazansky, assistant professor, Tufts Dental School; 
Milan A. Logan, professor of biological chemistry, University of Cin- 
cinnati College of Medicine; Colin MacLeod, professor of bacteriology, 
New York University College of Medicine; Everett D. Plass, professor 
of gynecology and obstetrics, State University of lowa College of Medi- 
cine; Emery Rovenstine, professor of anesthesia, New York University 
College of Medicine; J. E. M. Thomson, president of the American 
Academy of Orthopedic Surgeons; Joseph Volker, professor of clinical 
dentistry, Tufts Dental School; Paul D. White, clinical professor of medi- 
cine, Harvard Medical School, chairman, and Erwin Kohn, executive 
director. 
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equipment were largely stolen or destroyed or, when 
buried before the Germans arrived, eroded. The libra- 


ries were, on the whole, preserved except for a complete 


gap from 1939 until 1946, 

The consequences of this period of stagnation and 
disruption are obvious. Now an unrestrained horde of 
students has flooded into medicine: 6,000 freshmen 
medics for a country of 12 million! Three new medi- 
cal schools were initiated, at Plzen, Olomouc and 
Hradec Kralove, to supplement the reopened ones at 
Prague, Brno and Bratislava, but this helps little since 
the wofully depleted staff and equipment are only 
stretched thinner. At the great Charles University in 
Prague, with 3,500 medical entrants, lectures were 
given in the largest theaters in the city and the pre- 
clinical laboratories ran from 8 a. m. to 10 p. m., with 
each student getting in some score of hours during the 
year in physiology. The clinics are equally over- 
whelmed. 

Partly in consequence of this situation, medical edu- 
cation is heavily didactic. The curriculum, as contrasted 
with ours of the present day but resembling our earlier 
proportions, is heavily weighted toward structural sub- 
jects; four years of courses are devoted to histology, 
gross anatomy and surgical anatomy. There is no 
opportunity for the student to loiter in some depart- 
ment for special training or research; he must go 
right through for his M.D. Research in Czechoslo- 
vakia, as a result, is anemic in both the preclinical and 
the clinical area. 

The government and the medical leaders are well 
aware of these lacks and are eager to remedy them. 
This year’s freshman medical class at Prague has been 
ruthlessly held to 350. The government has appropri- 
ated relatively large sums to increase the support of 
medical science, especially at the preclinical level. 
Some Czechoslovak medical men are on their way to 
the United States to learn in our laboratories and 
clinics, and many more would come at the drop of a 
visa. Perhaps excellent advantage would derive from 
a visit by the head professors from one Czech medical 
school as a group to one of our leading medical schools. 
On their return, they could introduce, as a unit, a new 
and forward looking curriculum which would be a pilot 
plant for central Europe. 

Conversely, further movement from here to Czecho- 
slovakia of medical experts, literature and supplies 
would greatly aid the immediate practice of medicine. 
American pilot units in physiology, clinical medicine and 
surgery might be temporarily installed at Charles Uni- 
versity in Prague, with benefit to all concerned. The 
use of anesthesia is backward and, in general, the medi- 
cal specialties have not been fostered. The eager friend- 
liness with which the mission from the United States 
was welcomed indicates how much such help is 
desired. 


COMMENT 547 


Current Comment 


PREVENTION OF GENETIC DISEASE 

Study of the factors and principles of inheritance in 
relation to disease has developed a relatively new 
science of great value, the science of medical genetics. 
In a recent lecture before the New York Academy of 
Medicine Snyder! presented an instructive. discussion 
of the application of medical genetics to public health 
and clinical medicine. The part dealing with preven- 
tion is of special interest. Snyder says that the appli- 
cations of medical genetics in the field of prevention is 
of great potential value. “It is becoming more and 
more feasible,” he says, “to prevent in the relatives of 
persons with genetic conditions the appearance of the 
abnormality or disease. The procedure is to examine 
the relatives of an affected patient by means of suitable 
laboratory tests, in search of the early preclinical . . . 
signs of the trait. When these are discovered, preven- 
tive measures are instituted.” He gives two examples: 
The removal of the spleen of the potential patient with 
as yet subclinical signs of congenital hemolytic icterus 
detectable only by appropriate blood tests. And xan- 
thoma tuberosum, a lipoidal storage disease, with possi- 
ble fatal cardiovascular involvement, which can _ be 
detected by blood tests and preventive measures insti- 
tuted before tumors have formed. These are diseases 
of dominant heredity and consequently the incidence of 
affected relatives is high. Probably the method of 
prevention and cure described by Snyder is applicable 
also to other diseases of genetic nature than those 
mentioned. [Experience will determine the scope and 
value of the method. 


MORTALITY FROM LEUKEMIA 


According to the figures available from the United 
States death registration area, the crude mortality rate 
from leukemia has risen from 1.0 per hundred thousand 
of population in 1900 to 4.3 per hundred thousand 
in 1944. The rise appears to have been more or less 
continuous, with a rate of 1.9 per hundred thousand in 
1920. Sacks and Seeman,’ who have been studying 
the mortality from leukemia, found that white persons 
are affected at a rate more than twice as great as non- 
white persons, and males at a rate approximately 
one-third greater than females. According to these 
investigators, leukemia affects persons in the older 
ages, particularly after 55, with greatest frequency. 
More persons in the United States died from the 
leukemias in 1942 than from smallpox, meningococcic 
meningitis, scarlet fever, malaria, poliomyelitis, typhoid 
and diphtheria combined. Since 1940 more than 5,000 
persons have died of the leukemias in the United States 
each year. As the Baltimore investigators point out, 
there are undoubtedly many deaths from leukemia in 
which this disease is neither diagnosed nor recorded 
on the death certificate. 


1. Snyder, L. H.: Medical Genetics and Public Health, Bull. New 
York Acad. Med. 22: 566 (Nov.) 1946. 

1. Sacks, Milton S., and Seeman, Isadore: 
Mortality from Leukemia. 
(Jan.) 1947. 


A Statistical Study of 
Blood, the Journal of Hematology 2:15 
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ANNUAL CONFERENCE OF SECRETARIES 
AND EDITORS OF CONSTITUENT 
STATE MEDICAL ASSOCIATIONS 


Dr. Jurtan P. Price, Florence, S. C., Presiding 
SaturDAY, Decemper 7, 1946—MorNING 


Function of State Organizations 

Dr. R. L. Sensenicu, Chairman, Board of Trustees, Ameri- 
can Medical Association, South Bend, Ind.: The state societies 
the executive secretaries and the editors are an important part 
in the machinery of the organization. It is your task—and you 
do it very well—of taking information to the profession of your 
state communities and, in turn, receiving from them the reports 
of their experjence. You assist in the interpretation of experi- 
ence and interpretation and evaluation of the social attitudes as 
they are developing. Lastly, you assist in giving form to the 
thinking and planning of the profession in the state. THe 
JouRNAL is the medium of communication, and the executive 
secretary is in contact with the profession of the state and, in 
large part, assists physicians in improving their local situation. 
Medical societies have engaged in new enterprises and must of 
necessity continue to engage in them. You are in business now. 
In most states you have insurance plans with which you are 
pretty closely related. We are trying to improve the public 
relations, and in that also you are important figures. 

Dr. Julian Price, Florence, S. C., was elected Chairman. 

Dr. Georce F. Lutz, Secretary of the American Medical 
Association: We welcome you here to headquarters. I can 
only endorse what the Chairman of the Board of Trustees has 
already said. We are glad to have you here and to carry on 
your deliberations at these headquarters. There will also be 
an opportunity for many of you to carry on informal discussions 
with members of the staff. I prepared no talk today, but my 
attention was called to an article in the Scientific Monthly for 
October 1946 from which I will read a few excerpts. The 
subject is “Running a Professional Society, or the Happy Life 
of an Executive Secretary.” This is written by Dr. Henry 
Clepper, the executive secretary of the American Foresters in 
Washington. 

(Dr. Lull read excerpts from the article.) 

I think that there is a lot in it of good, sound common sense, 
and it would pay all of us who are employed in executive capac- 
ity as secretaries to read the article. 

CHAIRMAN Price: | want to thank Dr. Lull for the coopera- 
tion which he gave to a group appointed at the San Francisco 
session. At that time five of us were asked to serve as a com- 
mittee to work with him in getting up the program for today. 
We met; we made our recommendations, and the program that 
we have today is the combined effort of this committee of five 
working with Dr. Lull. 

Dr. Lutt: I want to present to the Secretaries and Editors a 
new member of our staff here at Headquarters who has a few 
words to say to you about the Emergency Medical Service Com- 
mittee questionnaire. Dr. Leland was director of our Bureau 
of Medical Economics for a number of years and became too ill 
to continue. The Bureau has had its name changed to the 
Bureau of Medical Economic Research. We have been fortu- 
nate in securing the services of Dr. Dickinson, who was associate 
professor of economics at the University of Hlinois. Dr. Dickin- 
son has been working closely with the Committee on Emergency 
Medical Service and has just a few words to say about this 
questionnaire. 

Postwar Questionnaire 

Dr. Frank G. Dickinson, Director, Bureau of Medical 
Economic Research: In the absence of Dr. Bortz, I want to 
thank you for the splendid cooperation you have given us on this 
postwar questionnaire. To date we have received the phenomenal 


return of 30 per cent, and eventually it will probably exceed 50 
per cent. About four fifths of the physicians are signing their 
names to the questionnaire and, as you know, that was optional. 
About 2 per cent of them are attaching letters, and those letters 
will be read. It will take us approximately four months to code, 
punch, tabulate and analyze the results of the questionnaire. 

Physicians are not county coroners, yet all of the statistics from 
Washington and elsewhere have made it appear that physicians 
served only people resident in the county, and a great many false 
statements have been made on that account about the absence of 
medical care. With hard roads and all the other improvements, 
it seems to us that it is rather silly to talk about the supply of 
medical service in an area which is a political area, that is a 
county. The practice of medicine has its economic aspects, and 
therefore we should develop as soon as possible these medical 
service areas and then quote the proper number of physicians 
available for the people in that area, and we shall have a figure 
on the supply of medical service which belongs in the twentieth 
century and not in the nineteenth, when we didn't have auto- 
mobiles and other means of rapid transportation. 


DISCUSSION 

Dr. Horman Taytor, Fort Worth, Texas: I should like to 
ask a question. What would be the real objection to these areas, 
these trade territory areas, overlapping? It would be absolutely 
impossible for anybody to determine, for instance, as to the trade 
territory or area of medical influence as between Dallas and 
Fort Worth and north Texas and the wide open spaces. With 
the thickly populated places it is still more impossible to do it. 
Areas are going to overlap. 

Dr. Dickinson: The objection is we don’t know how to pro- 
rate the physicians for areas that overlap. What is done in most 
retail trading area studies, of which this is a counterpart oi 
course, is to try by some means to determine whether 55 per 
cent go to Dallas and 45 per cent go to Fort Worth. Ii you 
have any way of determining that as to the number of patients, 
you can answer the question right there as to where you should 
draw your line. To which community, to which central commu- 
nity, do the majority of patients in the community go? That is 
the basis for the answer where you have borderline towns 
between. 

Dr. Taytor: It is not merely conjecture, but a real problem 
with all the Southwestern territory. If 45 per cent go to one 
town and 55 per cent to another nearby, I don’t know how you 
can make the division merely on 5 per cent. What happened 
to the minority ? 

Dr. Dickinson: Include the town in question in the area 
in which the 55 per cent of the patients go rather than in the 
area to which only 45 per cent go. 


State Medical Society Participation in 
Network Broadcasts 

Dr. W. W. Baver, Chicago, Director, Bureau of Health 
Education: The Bureau of Health Education planned to make 
the annual series of network broadcasts of special interest this 
year with the double purpose of marking the Association’s 
Centennial and of identifying the state medical societies more 
closely with our network broadcasting. A program of medical 
progress in the past hundred years seemed the most natural 
choice. In order to tie this program to the state medical 
societies, the selection of historical events by states or regions 
seemed preferable. We have but twenty-six weeks of network 
program. We divided the United States into twenty-five regions 
ranging from one state to as many as five states. 

A brief sketch of the mechanics of handling this program 
may be of interest, as I have written recently to state society 
secretaries, urging them to send us more material and to send 
it more quickly. It was our proposal to have each state medical 
society, or in regional groupings all the societies concerned, 
suggest a significant event in medical history in that region 
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as a basis for our broadcast. We proposed to have each pro- 
gram closed by a speaker from within the region, speaking 
from a_ station within the region, and briefly summarizing 
medicine in that area today. The next step was to await replies 
from the state societies as to their choice of historical events 
and their nominations of speakers. It soon proved impracticable 
to expect doctors to travel several hundred miles for a three 
minute radio talk, so we have been forced to pick the speaker 
up in his home community if there is a National Broadcasting 
Company station there. Reversing this procedure, we may 
have to select our speakers from communities where there are 
N. B. C. stations. 

When the material began to come in from the states, it was 
apparent that we had assumed more experience with radio on 
the part of state medical society committees than actually 
existed. What we were after was personal material about a 
man, his personality, community relationships, humorous aspects 
of his career and, in general, feature story material. This we 
have not received in sufficient quantity to date, with one or two 
exceptions. May I suggest to you that for a small sum the 
state society could hire a reporter from a newspaper or a press 
bureau and tell him what is wanted, and in a few days the 
reporter will supply a greater quantity of usable copy than 
would probably be dug up by forty doctors in a year. This is 
simply because the reporter knows exactly what we want and 
is accustomed to getting it. After we get the material the script 
must be written and reviewed. That takes ten days. Then it 
must be copied and sent to each medical society for review and 
to each speaker who is to appear in connection with the broad- 
cast. This is good for another five days. 1t must be mimeo- 
graphed at N. B. C. because at least thirty copies of a script 
are needed for production. If we sometimes get a little panicky 
when responses are long in coming from the states and send 
urgent telegrams, please do not put it down to inherent meanness. 
When all this has been done, our next problem is to get the 
speech from the speaker. This brief summary indicates some 
of the problems which we face. I hope that when you return to 
your states, if you have not already done so you will send us 
your radio material at the very earliest opportunity. We cannot 
give you your date until we have adequate material for your 
program in our hands. Until we give you your date, you cannot 
publicize your broadcast. Without publicity, much of its effec- 
tiveness is lost. 


The State Medical Society and the State Government 

Dr. CreiGHton BarKEeR, New Haven, Conn.: My experience 
in government relations has been limited to our own state. | 
started several years ago to develop the legislative and govern- 
mental program of the Connecticut State Medical Society with- 
out hindrance from traditional precedent, and I have had the 
opportunity to see a carefully thought out plan develop. At 
the state level medical societies can be of the greatest public 
and political service. It is possible for our societies to develop 
positions as quasi governmental bodies, and the more nearly 
they approach this, always maintaining their independence and 
autonomy, the more useful they will be. If a society accepts 
these responsibilities unselfishly and with skill it will rate high 
in public confidence and esteem. 

All our states are engaged in activities having to do with 
the health and welfare of the people, and in one way or another 
the government does provide some medical care. The planning 
and direction of these programs lie with citizen boards, and the 
basis of good relationship with a state government is to have 
the state medical societies in a position to be consulted about 
appointments to these boards and agencies. Once this honorable 
extension of medical society influence has been established, it 
becomes difficult to put into effect measures which are not 
compatible with our ideals, Physicians on the boards of such 
agencies have an unusual opportunity to analyze the effects of 
proposed measures and oppose them if they are not acceptable 
to medicine, thus adding the weight of government to the side 
of medicine and not leave the profession to stand alone as a 
defensive minority. In contrast we have all seen medical society 
activities limited to noisy opposition to legislation on the spur 
of the moment with packed hearings and excited telephoning. | 
am sure the first, calm, constructive method is the more 
dependable. 
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What kind of a person should a wise legislative agent be? 
No one can answer this precisely. I like the calm, deliberate 
fellow best. It is not enough to have streaks of shrewdness; 
wisdom is required. The best two operators in our state are 
of this type. One of them is rarely seen around the capitol 
and I have never heard him make a speech; the other sits 
quietly through hearings and waits until he is asked to express 
his opinion; this, | may add, is impressive technic. On many 
occasions we three have discussed the business in which we are 
engaged. “Don’t talk too much,” says the one. “Don’t waste 
your time trying to explain things in committee hearings,” 
advises the other friend, “put your information in a memorandum 
and send it to committee members to read at their leisure.” 
And to this I add “the farmer legislator likes to have you visit 
him at home during the weekend, when you can talk things over.” 

I think it essential that the legislative agent for a medical 
society be a continuous representative of the society, either a 
full time employee or a member-chairman of the legislative 
committee who continues in office. He should, over a period 
of time, become recognized as a reliable spokesman for medi- 
cine in the capitol and get on to the ways things are done. 
| am strongly opposed to the employment of a temporary 
legislative agent. It is possible for a medical society to retain 
on a temporary basis brilliant and plausible lobbyists, but I am 
firmly convinced that medicine loses caste and respect by doing 
it. Whether layman or physician, a society's representative 
should always have available expert medical people to advise 
on technical matters or take part in conferences and hearings. 
Our method of committee operation is highly satisfactory. We 
have a number of committees made up of members with special 
training in various fields of medicine. These committees are 
officially recognized as advisory committees to government 
agencies. Three such committees serve the state health depart- 
ment in addition to the two physician members of the Public 
Health Council. Two committees serve the Department of 
Welfare, one the Personnel Department and one the Rehabilita- 
tion Service, and so on. These committees keep constant liaison 
between the medical society and government departments operat- 
ing in the medical field. The Medical Examining Board, 
which is an official agency appointed by the governor on 
nomination by the society, has been called on for advice and 
counsel outside the field of medical licensure and often special 
committees are asked for to do a special job. Each year we 
find new ways to assist our government with trained and skilful 
advisory committees. We have the confidence of government. 
When the National Selective Service Act went into effect in 
1940, our governor and the adjutant general asked the society 
to organize the medical functions of sixty-five local Selective 
Service boards and we continued to supervise and operate them 
throughout the war in the closest cooperation with state Selec- 
tive Service headquarters. The society also organized and 
operated two induction centers. Last year, after the passage ot 
the G. I. bill, the governor and the commissioner of education 
delegated to us the approval under the act of all educational 
institutions related to medicine, such as hospital residencies, 
internships and all on the job training programs for radiologic, 
laboratory and physical therapy technicians, hospital adminis- 
trators and public health personnel. With mutually developed 
relationships like these, antagonism from our state government 
is unthinkable. 

I would classify the desirable characteristics of a legislative 
agent in this order of importance: First would be integrity, 
second patience, next would be a liking for and faith in his job, 
and last, and as important as all, is a broad knowledge of his 
state. It is a good thing to know the kind of people you have 
because people make the political atmosphere of a state. They 
differ, too, from area to area. 

The question arises whether physicians should seek election 
to state legislative bodies for the purpose of furthering the 
cause of medicine. While I am hardly qualified to enter the 
discussion, physicians can surely be valuable in state legislatures, 
but to be most helpful and a credit to medicine they should go 
as citizens first and take with them knowledge and _ social 
understanding and not prejudice. 

It is my opinion that organized medicine cannot afford to 
play party politics. Sooner or later it is bound to be unfortu- 
nate if a medical society becomes identified closely with any 
political party. Our cause is great enough and righteous enough 
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to transcend partisanship. Medicine has two special interests 
in government. The first is to have unhindered opportunity for 
the public service that only medicine can give, and the second 
is to have rights of its own, and I believe that rights will be 
given in direct proportion to the willingness to accept respon- 
sibility. 


The Responsibility of the Individual Physician 

Dr. James C. SarGent, Milwaukee: I know of no group 
of men who find it so difficult to compromise differences and 
unite in a common cause as do doctors. The reason is not 
obscure. From graduation, the average physician remains, 
above all else, an individualist. His professional responsibil- 
ities call for snap judgment, profound in import and of 
unrelenting finality. Little wonder that he fits poorly into the 
hem and haw of a conference table. The one way by which 
an individual physician might best serve his professional organi- 
zation is to look critically on those who are to lead him and, 
whenever he finds them earnest, honest and informed, go along. 
The power of organized medicine rises or falls with those two 
salient factors good leadership and a loyal, unquestioning 
following. I have noted that the men who stay long and move 
up in positions of responsibility in their professional organiza- 
tions are men who are blessed with a spirit of service and are 
willing to do hard work. The executive staff of your society 
may be active and capable; your councils, boards and com- 
mittees may be well chosen and work hard on policies and 
program; but in final analysis effectiveness lies largely in the 
interest and, at times, the actual leg work of the individual 
physicians making up your society membership. 

It is common sport to belittle the intelligence of the law- 
makers of our land and beguile even their motives. Yet I am 
certain that through your association with them in your official 
duties you have come to know them as usually fair and sound 
men trying.as best they know how to do what is right for the 
people they are elected to serve. 

If ever there was a time when responsibility rested heavily 
on the individual physician, it is now. Our national association 
will continue its efforts at meeting issues head on as they arise 
in Congress. Your state associations will carry on as before, 
sending well chosen workers into committee hearings of state 
legislatures. But how much greater the effect would be if only 
the individual doctors of our land sensed the power that lies in 
their hands. There is hardly a legislator-elect in the country 
today who does not have a personal physician who would be 
welcome in his home and whose opinions he would hear and 
appreciate. If our lawmakers of tomorrow were to enter on 
their new task with that sort of background information, I 
would hold no doubts over the future of American medicine. 

Beset by the great effor. that is being made to socialize 
medicine and, preoccupied by an effort to get some sort of a 
profession-sponsored sickness insurance plan under way, the 
profession has hardly had the leisure to give much thought to 
other problems of moment. Let us see what individual physi- 
cians are thinking and doimg about them. The Veterans 
Administration, working arm in arm with the medical schools, 
is well under way with an expanding program of medical care 
that bodes well to become the largest health movement that 
America has yet seen. Probably few, if any, would question 
the extension of that care to any veteran, or to any of his 
family, sick or disabled from any cause whatever, if he is in 
genuine need of help. But to expand and extend its facilities 
to all veterans, regardless of private means and regardless of 
whether the disability was connected with military service, is 
another matter. The limited facilities available and the over- 
whelming load of service connected disabilities are such that 
little room remains at this time for admissions other than those 
genuinely deserving such service. But the pattern is already set. 
As facilities expand and war casualties decrease, the day will 
come when we shall have acquired, insidiously and unnoticed, 
a simon pure system of federal medical practice that will put 
Wagner, Murray and Dingle to shame. Individual physicians 
have considerable responsibility in that matter. 

In our hurried effort to get to the public a sickness insurance 
sponsored and controlled by the profession, we are already in 
fair way to create a frankenstein that can be our undoing. If 
we have an eye to the lessons of history we must look ahead 
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to the likelihood that whatever we conceive in the way of 
voluntary sickness insurance will in time become compulsory. 
If this proves to be the case, as it always has heretofore, our 
efforts will have been useful only in cutting out a pattern that 
is workable and right for all concerned. 

The general theme of our many profession sponsored plans 
today revolves around two major premises. First, that it be 
developed for a low income group unable otherwise to provide 
for their proper care when sick. Second, that professional fees 
are to be cut—in general about 50 per cent—in line with our 
age old custom of “trimming the suit to fit the cloth.” I can 
see nothing but good in such a program, even if it ultimately 
is to acquire the force of governmental compulsion. But if 
fee schedules are to place the return for professional ser- 
vices on a cut rate basis, it is imperative that service under 
our plans be limited to income levels deserving such special 
consideration. An impossible situation presents itself. Surely 
the profession does not intend to set up an inferior type of 
medical service to its insured. And surely it does not propose 
to create a system that lowers by half the general income level 
of all physicians. Unless, like hospital insurance, it desires 
to develop a full pay insurance service for rich and poor alike, 
it must look carefully and soon to the matter of who are and 
who are not to be considered eligible for a prepayment service 
plan designed primarily to meet the needs of families too poor 
to bear the cost of serious illness without it.- The full fees of 
doctors simply cannot be standardized. There is too great a 
difference between overhead costs and value of services between 
your state and mine, between urban and rural populations and 
between general and special practice. These serious differences 
do not come into play when the welfare of people in genuine 
need is involved. They never have. But if our prepayment 
plans do not draw a clear line between those truly in need and 
those not, we are building a house of cards that will crumble 
and engulf us. 

I should like to say a few words on the responsibility of 
the full time executive secretary. I am aware that the clear 
duty of a paid secretary is to serve the council or board that 
is delegated to manage the affairs of his society. But his 
responsibility goes far deeper. He is really subservient to the 
doctors who pay the dues that finance his organization. And 
there are times when councilors fail to sense the will of the 
membership at large or think and act in terms of the special 
interests of the district whence they come. This is especially 
true in states in which there are one or more large, well 
organized county societies. I know the power that you have 
over the councilors and officers whom you serve. Indeed, I 
conceive your work to include leadership as well as subservience. 
And if you were to choose the top man among you I know 
he would have, among other important attributes, a high degree 
of native leadership. Organized medicine—thanks to the curious 
independence of the men of which it is made—needs strong 
guidance from above, and if you would serve as I think you 
should, you would never hesitate to use the power of your office 
in organization affairs that clearly are free from controversy 
and for the good of the cause. With equal vigor you would 
avoid a partisan attitude during dispute, whatever your personal 
convictions are, but in its stead throw your weight into com- 
promise for the sake of unity without which your organization 
will remain sterile and useless. With that kind of leadership 
and with a profession slowly but surely learning the strength 
that lies in unity, the doctors and the public that they serve 
can look to a future fraught with far less of doubt and 
trepidation. 

DISCUSSION 

Dr. R. B. Anverson Jr." Fort Worth, Texas: Dr. Dick- 
inson made the suggestion that, when these reports come back 
on medical service rendered by physicians in the county medical 
society areas, the maps be scrutinized by the state secretary- 
and, if it was thought they were overlapping, they do some- 
thing about it. If I did not misinterpret the material sent to us 
from the headquarters office, we were directed to ask the county 
medical societies to send this material directly to the officers 
of the American Medical Association. In that event there 
would be no opportunity for state secretaries to do what 
Dr. Dickinson asked. In Texas we have been attempting for 
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a long time to assemble some of the material asked for in the 
questions. In order to make our material complete, we did 
ask county medical societies to make copies of this material 
and give it to us. So, in some instances, where they are doing 
that, we are going to get it. 

Dr. Dickinson: I believe that you were asked that, if 
the county secretaries found that their lines overlapped, you 
would ask the county secretaries to get together. I thought 
that a better way was to ask the state secretaries to see to it 
that there were no overlapping lines. If there are no over- 
lapping lines it is, of course, desirable that it be sent directly 
here. But I believe it would be better if the material was 
sent to the state secretary first. Had I known that at the 
time, I would have suggested it, but I did mention in the 
communication which was attached to the map that if there 
were overlapping lines, please ask the secretaries concerned 
if they would get together and see if they could eliminate that. 
The method of procedure suggested is as follows: Select a 
typical week. During that week have the office girls in the 
physicians’ offices in Dallas.and Fort Worth compile the num- 
ber of patients from these doubtful border towns in the over- 
lapping area. Assign these border towns to the Fort Worth 
medical service area from which more patients during the test 
week came to the offices of the Fort Worth physicians. Other 
towns in this overlapping area would be assigned to the Dallas 
area, if more patients went to Dallas during the test week. 
That would be a statistical method, simple and, perhaps, 
definitive by which you could determine where these border 
towns belonged. 

Dr. Taytor: Fort Worth and Dallas aren’t the only two 
medical centers in Texas. We have county societies com- 
prising as many as ten counties and perhaps within the boundary 
of that area as many as two or three real but small medical 
centers. That complicates our problem no little. 

Dr. Dickinson: I also added that I am asking the Uni- 
versity of Illinois Bureau of Business Research to send you 
a copy of the publication in which they marked off the state 
of Illinois in retail trading areas. There is no overlapping at 
any place in it. Although I appreciate that the problem of 
medical service areas is a different matter in many respects, it 
_might suggest the ways and means by which it could be done. 
The hardest, job is to select the centers of the medical service 
areas. 

Dr. ANperRsOoN: Back in the days of the Procurement and 
Assignment Service, we had very much the problem that you 
are talking about. In other words, we used our county medical 
societies as areas to determine how many people they served. 
We put on the advisory committee in each county medical 
society the responsibility for determining just how many people 
the doctors in the county medical society areas served. We 
believe county medical society committees can do this job 
better than anybody else. We tried to impress them with that 
responsibility. Carrying this thing forward into the present 
status, we have what we call county medical service committees, 
and they are asked to furnish these data which you have 
requested. They will be the ones who will set up the population 
served by the physicians in the county medical society area. 


We don’t doubt but the circle is going to overlap all over Texas — 


because there isn’t any other way you can do it. But, when 
you take the whole picture, you will have something fairly 
definite to go by. 

CHAIRMAN Price: We have time for decision on the sug- 
gestion made this morning, and that is that we make plans for 
a committee of our own membership to help make up the 
program for next year. It has been moved and seconded 
that such a committee be appointed. Carried. 

Dr. CREIGHTON BARKER, New Haven, Conn.: I would move 
that the Chair appoint a nominating committee of three to select 
such a committee. 

CHAIRMAN Price: Moved and seconded that the Chair 
appoint a nominating committee who will, in turn, nominate a 
committee of three or five, whichever they think best, to work 
with Dr. Lull in preparing our program for next year. I 
will appoint Dr. Weld, Mr. Dick Graham and Dr. William 
Brooksher. 
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SaturDAY, DecEMBER 7, AFTERNOON 
CHAIRMAN Price: I am going to ask all of those attending 
this conference for the first time as editors, secretaries or 
executive secretaries please to come forward. So, I am going 
to ask these gentlemen, in turn, to please stand up and face 
the audience and give your name and your newly acquired 
position, so we will know who you are and where you are from. 


State Medical Associations and Social Security 
and Federal Income Taxes 


Mr. Tuomas V. McDavirtt, Chicago, read his paper. 


DISCUSSION 

Dr. Barker: I should like to ask what we are doing about 
advising our county associations of this tax affair. 

Mr. McDavitt: Dr. Barker, I don’t regard a ruling, for 
instance, with respect to the Connecticut State Medical Society 
as having any particular bearing on the question of a county 
society’s liability. The test is to determine in the light of each 
society’s activities. 

Dr. BARKER: That is what was in my mind. What I want 
to do is to direct a question to others here as to what sort 
of aid and guidance they have given with respect to the finances 
and the tax status of county associations within their state 
organizations. 

Mr. Ricuarp H. Granam, Oklahoma City: To answer Dr. 
Barker’s question for me in a little more elementary fashion, 
you say that each county medical society should have established 
its own status? 

Mr. McDavitr: I think particularly if they have any 
employees connected with the county medical society. I think 
some of the larger county medical societies, like Wichita or 
Sedgwick County, Kan., certainly should have a separate status; 
certainly if you have a large office for Oklahoma County; 
certainly the five boroughs in New York, several academies 
in Ohio or Wayne County in Detroit. 

Mr. GrawHaM: Do you know if those have been established 
and what they were? ‘ 

Mr. McDavitt: Frankly, I would like to have had time to 
send the questionnaire out to the larger county societies but 
I didn’t have time. I know that Wayne County, Mich., has 
established some sort of a status. 

Dr. Horman Taytor: Isn't it true that the state medical 
association has no members except those of county medical 
societies? Isn't it true that the county medical society is the 
state medical association? Then, how could they be any dii- 
ferent and subject to additional taxation in the state association? 
Years ago our state association sought to establish the right for 
county medical societies to secure articles of incorporation in 
spite of the fact that the state medical association was also a 
corporation. We had considerable difficulty in securing incor- 
poration of county medical societies because of the fact that they 
were a part of the state medical association. Then, how could 
they also be made to pay taxes? We got by with it. Most of 
our county societies are incorperated. 

Mr. McDavitr: From the standpoint of medical organiza- 
tion, with one or two exceptions, the state medical societies are 
separate, incorporated bodies; that is, one group of state 
medical societies. They are composed, in turn, automatically, 
of members of their component county units, which, from the 
standpoint of income taxation, are separate organizations. 

Dr. Taytor: They are not separate organizations—county 
societies. 

Mr. McDavitt: Yes, I think they are. You have to take 
ipso facto, by virtue of the membership in the component 
societies, the members of the component societies, but the state 
society is an entirely different, distinct and separate organi- 
zation from the county societies. 

Dr. Taytor: There isn’t any state medical association, 
if your logic is correct, because they are only members of the 
state medical association. 

Mr. McDavitt: Then we haven't any separate American 
Medical Association by that. 

Dr. Taytor: Yes, you have. 
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Dr. Barker: Isn't the question that comes in here the fact 
that the county associations have independent income of their 
own? It does not accrue to the benefit of the state society. 
That really is the point here, as to whether or not they are 
liable for income tax. 

Mr. McDavirr: It is a separate organization, with separate 
income. 

Mr. Ottver E. Exper, Kansas: The Internal Revenue Depart- 
ment swooped down on all of our county societies and declared 
them all taxable overnight. Three or four of them paid income 
taxes and penalties and back taxes totaling four, five or six 
thousand dollars in penalties. The reason was that these county 
societies had made contracts with the boards of social welfare 
for treating indigent people. Then they became a contracting 
party, and they paid the individual doctors. Therefore the 
members of the county society were held to be employees of the 
county medical society. Therefore the total income -of that 
society inured to the benefit of the individiials, and they were 
all held taxable. 

Mr. McDavirr: Under the income tax act? 

Mr. Eset: Yes, on income tax, because both 101 (6) and 
101 (7) say that no part of the net earnings must inure to the 
benefit of members. It had in both of those instances. So these 
county societies have all caught the fulcrum on the program 
and have had to rearrange the contracts whereby each individual 
physician was a separate party to the contract under the 
social welfare program. That is what they did to us. That 
left the state society entirely apart. We are still exempt. 
We had nothing to do with that. They are rearranging the 
program, but they had to pay penalties and taxes. 

Mr. W. G. Frey Jr, New York: The Medical Society of 
the County of Queens, Incorporated, one of the five county 
medical societies in Greater New York, was assessed by the 
Federal Income Tax Bureau for income tax delinquency on the 
grounds that we were engaged in lobbying because we had a 
legislative committee which attempted to influence the legislature 
in favor of the medical society. An appeal was taken, which 
was overruled in the first instance, and a second appeal was 
taken. Finally, on some technicality the medical society was 
not assessed for income tax. Since then the society has been 
very careful in its budget not to allot any money to the legisla- 
ture committee. They get around it, but they are not engaged in 
lobbying. 

Mr. Granam: On the basis of this reasoning in Kansas, 
is there likely to be any ramification of taxation with these 
agreements that we are making with the Veterans Administra- 
tion? 

Mr. McDavitr: I haven't thought that out. 
to confine myself today to state medical societies. 

Mr. Granam: The courts have peculiar ways of rendering 
decisions. I can see the possibility of an agreement with the 
Veterans Administration for payment of fees to members that 
they may be considering. 

Mr. McDavirr: As a matter of practical law here, all the 
income tax that is going to be levied on you is going to be a 
certain percentage based on net income. In the Veterans 
Administration program you are taking 7 per cent for adminis- 
trative expenses. If you spend all of the 7 per cent for adminis- 
trative expenses there is no net income is there? 

Mr. GRAHAM: Certainly, the members are benefiting from 
the contract. 

Mr. Eset: We checked with our attorney on that question. 
It happens to be an agreement between the medical society and 
the Veterans Administration, but it is the’ administration that 
pays the doctor directly, and the medical society doesn’t have 
the money. So you are exempt under that basis. 

Dr. P. E. Brackersy, Louisville, Ky.: The doctor individ- 
ually pays that income tax. . 

Dr. W. P. Anverton, New York: To avoid that possibility, 
we formed the Veterans Medical Service Plan of New York, 
Incorporated. That avoids the trouble of the society taking 
money from the Veterans Administration. 

Dr. Barker: We went very carefully into this in our 
agreement with the Veterans Administration. We were advised 
by counsel that it expressly states in our agreement with the 
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Veterans Administration that we are to receive nothing. 


Furthermore, none of the money paid to physicians by the 
Veterans Administration under this agreement passes through 
our hands. It is paid directly to the individual. It is expressly 
stated in our agreement that we are not to expect or receive 
recompense. 

Mr. H. Van Y. Catpwert, Cleveland: I can give our 
experience. Our attorneys advised us not to operate cancer 
detection clinics or take the money for them, so we set up as 
a commumity committee, to operate them. 

CHAIRMAN Price: As many of the secretaries or executive 
secretaries as would like a mimeographed copy of this paper, 
please leave your name and address with Mr. McDavitt. This 
morning we had a discussion of the state medical society and of 
the individual physician. Now we will hear a discussion of the 
county medical society. 


The County Medical Society 

Mr. M. L. Meapors, Florence, S. C.: In a recent publication 
of the New York Trust Company it was stated that during the 
year 1944 more than four billion dollars was expended in con- 
nection with medical care in the United States. Medicine it 
was said has become big business. In this growth in the prac- 
tice of medicine, to the point where four billion dollars is 
invested therein by the people of the United States in one year, 
there possibly has been a tendency to overlook the most important 
element in the structure of the entire organization—the county 
medical society. These units, collectively, form the broad base 
which supports the entire edifice. Yet the county medical society, 
in some parts of the country at least, has been relegated within 
recent years to the position of a small social group or scientific 
essay society. Except in the larger centers of population the 
medical meetings are attended by a mere handful, the program 
is devoted to the discussion of papers on some phase of medical 
practice, and the value of this group from the standpoint of the 
economics of the profession has been largely overlooked. 

The importance of the county society in this respect results 
from two factors: First, it furnishes the most direct, immediate 
personal contact not only among the doctors themselves but 
between the doctors and their friends among the laymen. 
Through this organization, more than through any other, it is_ 
possible for the physicians to reach those outside the profession 
whom they wish to contact. In brief, the county society is 
closest to the people. Therefore, and this is the second factor, 
it is closest to the lawmakers, whether they are members of 
the city council, the board of county commissioners, the state 
legislature, or Congress. Every member of Congress lives within 
the geographic area of some medical society. Within that area, 
which constitutes his legal residence and wherein his home and 
closest associates are located, is the place where your Congress- | 
man’s principal interests lie and where his ear is most acutely | 
attuned to the wishes of the people. In nearly every case some » 
of the doctors themselves are numbered among the lawmakers’ 
closest friends and associates. The county society is by far 
the most effective medium for reaching the lawmakers. All of | 
the lobbying that can be done by the legislative committee of the | 
state organization, all of the publicity and other means which | 
may be employed, are far less effective than personal contact 
with the members of the legislature by his constituents in his 
hon.e community. [hese are the people who maintain him in 
office. A persona! interview with the representative, preferably 
in his home town during a recess of the legislative session, will 
do more toward winning his support of legislation in which the 
physicians are interested than almost any other means. 

With the growing realization of the value of good public rela- 
tions, the importance of the county medical society as a medium 
for launching and advancing such a program should not be over- 
looked. One of the most difficult obstacles in the way of success- 
ful public relations is the indifference by the doctors themselves 
toward the economic phase of their work. It is primarily a 
problem of education with them, as well as with the public. 
Undoubtedly the public needs to be educated, but before sub- 
stantial headway can be made toward education of the public 
there must be education of the doctors—education as to the need 
and manner of cultivating public relations. Comparatively little 
has been done by the profession along the line of directing or 
shaping the form of legislation. The profession has not been 
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given the opportunity to take an active part, but in large measure 
the reason why the opportunity has not been extended is that the 
legislators realize in advance the critical and indifferent attitude 
of the profession, the feeling by physicians that in attempting to 
regulate such things the laymen are trespassing on hallowed 
ground, sacred to the profession itself, and that no cooperation 
therefore could be expected from the latter. There should be 
further and rapid development of professional thought along the 
line that laymen do have a stake in the business of medical care, 
and in this sense the physicians themselves need further education. 

In achieving a somewhat different attitude of the profession to 
the public, the county society is the very point of beginning. That 
is the first purpose it may serve. But it can assist actively in the 
solution of all the problems before us, first, by devoting ample 
time regularly at its meetings to consideration of the economic 
phase of medical practice and, second, by participating actively 
in projects of any local or state agencies which are concerned 
in any way with preserving or improving the general health and 
medical care of the people. The time allotted for the purpose at 
the meeting might be devoted to consideration of a number of 
subjects. First in importance would be the health needs of the 
community from which the membership of the society is drawn. 
Often the tendency is to overlook the needs around our doorstep 
while attempting to correct the wrongs beyond our reach. An 
active, energetic interest in conditions which require improvement 
would go a long way toward impressing local citizens with the 
profession’s sincere interest in the people with whose medical 
security it is charged. Let the medical society become as 
actively interested in the community's health as the chamber of 
commerce is in the community's business. It might be feasible 
for a county society to attempt to collect and maintain records 
on the incidence of disease and study together the types most 
prevalent in the community, to conduct some sort of investigation 
of its own into possible sources of infection and to advise the 
municipal or county authorities of any change which a majority 
of the members of the society believe to be in order. 

It has seemed to me that there should be a more direct -con- 
nection between the county medical society and the department 
of public health. There is little in common in most commu- 
nities. Perhaps that is not in most cases the fault of the medical 
society. The services of a lawyer are at the disposal of the 
courts for the indigent accused. All the scientific information 
and knowledge of the doctors in the community should be avail- 
able to the public health service or to the county and city 
departments of health, and the latter should be encouraged to 
make use of them. It is unfortunate for the profession and for 
the public health service if the people obtain the impression that 
any degree of antagonism exists between the two groups. The 
county society can help to dispel it. 

There are projects in every state, in every community, con- 
cerned in one way or another with the health of the people, and 
the society can profit greatly if it will give material assistance by 
identifying itself and becoming actively connected with such 
projects as are worthy. The public is interested in the welfare 
of the medical profession and sympathetic with it only to the 
extent, and so long as the public is convinced, that the profession 
is interested in the welfare and health of the public. With the 
increase of specialization, much of the personal touch between the 
physician and patient has been lost. The practice has come to 
appear, to many people, more of a business than a profession. 
The right of the physician to specialize and to limit the hours 
when he will be available to patients cannot be denied, but he 
must be resigned to the loss of the enjoyment of a certain 
measure of the former attitude of implicit faith and sympathy 
from his patients in exchange for the increased convenience and 
income derived from the new mode of operation. The effect of 
the change can be somewhat offset by a real, genuine interest in 
matters which pertain to the health of the people, aside from the 
service for which they are paying, and by the demonstration of 
that interest by taking part individually and through your 
organization in the activities which are designed to increase and 
improve the standards and availability of medical care. 

An illustration of what can be done was a recent experience 
in South Carolina. The medical college of that state has a long 
history and splendid background. But it is small and its facilities 
are very limited. Two years ago a plan was formulated for its 
expansion requiring a large investment. Despite strenuous 
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effort on the part of the board of trustees and others, the measure 
which would have provided the appropriation was defeated in 
the legislature. Then the matter was presented to the South 
Carolina Medical Association. A committee of seventeen doc- 
tors representing all parts of the state was appointed to study 
the plan. Meetings were held, the college was visited by the 
committee and its plant and facilities were examined in detail. 
Then on the recommendation of the committee the plan was 
adopted and endorsed wholeheartedly by the house of delegates 
and the committee was enlarged to forty-six to include one 
doctor from each county medical society. The members of 
this committee began their activities in their counties weeks 
before the meeting of the legislature and continued while the 
bill was under consideration by the lawmakers. Arrangements 
were made to have the president-elect of the state medical asso- 
ciation and chairman of the committee address the joint session 
of the senate and house of representatives immediately before 
the time fixed for the decisive vote on the bill. The result was 
that at the 1946 session the bill was passed by an overwhelming 
majority and carrying an even greater appropriation than had 
been suggested. It is generally conceded in South Carolina that 
this was the direct result of the activities of the state medical 
association acting through the committee composed of members 
from each county society. 

All the activities which might be undertaken should be brought 
clearly to the attention of the public, particularly those things 
which have to do with the health and the availability of medical 
care to the people generally. The accepted mediums are the 
press and the radio. Other opportunities will be presented from 
time to time. They are all about us if we will only notice 
and seize them, opportunities to address various organizations 
and groups, service clubs, welfare organizations and business and 
professional groups. The county society is the only logical unit 
through which many of these things can be arranged, and an 
alert organization can find the opportunity as often as would be 
desirable. 

Do not make the mistake of thinking that, because you do not 
hear criticism, it does not exist. One of the advantages in hav- 
ing some one outside the profession associated in this capacity 
is the fact that people will express their views and criticisms 
more freely to him than they would to doctors. Prepare to meet 
criticism, the arguments in favor of regimentation and of reforms 
contrary to the best interest of the profession by discussing them 
publicly. You will convince the public of the sincerity and good 
intentions of the profession, and you will provoke the expression 
of feelings and arguments from the other side which will enable 
you more effectively to meet the issue. 

Information such as I have referred to, as to the activities, 
the interest of the profession and medical care for and the health 
of the public generally is far more effective than vindictive 
articles and speeches criticizing legislators and all those con- 
nected with politics or pressure groups or, on the other hand, 
devoted to extolling the unlimited virtues of members of the 
profession and lamenting the passage of the good old days. 
The national organization has realized fully the necessity of a 
constructive attitude. The point at which the most effective 
constructive attitude and action should originate is the county 
organization and through its members as individuals. 


The Cooperative Medical Advertising Bureau 

Dr. STaNLey B. Wevp, Hartford, Conn.: This is the first 
year that the chairman of the Advisory Committee of the 
Cooperative Medical Advertising Bureau has rendered a repori 
to the Conference of State Secretaries and Editors. This 
report is being made in order that each state journal may be 
fully cognizant of the changes that have transpired in the 
Bureau during the past four years and may be better informed 
of the progress of the Bureau. 

The Cooperative Medical Advertising Bureau was organized 
in December 1913 by the Board of Trustees of the American 
Medical Association on mandate from the House of Delegates. 
The main purpose of the Bureau was to aid the Council on 
Pharmacy and Chemistry to effect some sort of rationale in 
therapeutics by securing advertising conforming to the rules 
of this Council. Originally twenty-two state medical journals 
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were represented by the Bureau, although all had been invited 
to participate. The membership in the Bureau has now 
increased to thirty-five journals, which are the official publica- 
tions of forty-two state medical associations and includes all 
state owned publications except those of Illinois and New York. 

In 1943 dissatisfaction was expressed by several of the 
member journals in the lack of expression permitted the state 
journals in the operation of the Bureau and in the limitations 
placed on the advertising copy by the rules of the Council on 
Pharmacy and Chemistry. For a year the editor members of 
the Advisory Committee listened to complaints and commenda- 
tions from the state journal editors and held meetings of the 
committee in order to effect certain changes in the management 
of the Bureau. A new set of operative principles was drawn 
up calling for a further increase in the size of the committee to 
eight members. The five elective members were to be editors 
or business managers of state medical journals, each elective 
member to be a member of the American Medical Association. 
An important item in the new operative principles is the 
appointment by the Board of Trustees of a liaison committee 
of the Council on Pharmacy and Chemistry to meet with the 
advisory committee of the Bureau. On March 9, 1945 the 
committee met with the Council on Pharmacy and Chemistry 
in an effort to bring to the attention of the Council the desira- 
bility of revising the Council's official rules, which had been in 
operation for forty-one years. This the Council did, and the 
new rules were published in THe JourNaAL early in 1946. 
These revised rules contain two radical changes, one relating 
to the subject of “protected” names. The Council has decided 
to withdraw this rule and to admit multiple names, with the 
provision that the manufacturer give equal prominence to the 
common “unprotected” name that is or will be provided. The 
other change is in the broadening of the Council's attitude 
toward “advertising to the public,” permitting such advertising 
when it is judged that its dangers are less than its benefits. 

In December 1945 the Board of Trustees advised the com- 
mittee that the administration of the Bureau would be a function 
of the Board of Trustees on consultation with the elective 
members of the advisory committee; that member state journals 
would abide by the accepted principles governing operation of 
the Bureau. 

The real important work of the Bureau is to sell space to 
national as well as to local accounts, to service the accounts, 
to distribute copy and plates, to review copy for its accepta- 
bility, to handle the financial’ details of billing, to collect accounts 
and transmit remittances each month to the journals and to 
refund surplus monies in December of each year. Virtually 
all the revenue involved eventually reaches the offices of the 
journals, minus the appropriation necessary for conducting the 
Bureau, which amounts to less than 5 per cent of the net sales 
at the present time. The 25 per cent commission from monthly 
payments of the Bureau to the journals is for the purpose of 
establishing a working fund during the Bureau's fiscal year, 
and it is refunded at the end of each year. No deductions 
are made by the American Medical Association excepting 
$2,400 a year for accounting costs. The expenses for Bureau 
salaries, printing and other necessities are, of course, deducted 
from the appropriation fund and the Association offers its full 
facilities in the operation of the Bureau. This is real economy 
in selling advertising space and, at the same time, it enables 
the journals to carry national advertising of ethical accounts 
that otherwise would be difficult to secure without involving 
a great deal of expense, since the average cost of selling is 
from 20 to 25 per cent. Basing this on the present net revenue, 
which hovers round the $600,000 mark, the cost would average 
from $120,000 to $150,000, whereas the Bureau budget runs 
slightly over $20,000 a year. Furthermore, the Bureau is in a 
position to render many additional services, in supplying infor- 
mation of every description obtainable at A. M. A. head- 
quarters. It is essential that the journal offices extend their 
closest cooperation by answering promptly all inquiries received 
from the Bureau. It would be well to assign some one in your 
office to answer these inquiries. The Bureau is endeavoring 
to secure copy instructions and plates early each month to 
meet your printing schedules and to send your checks not later 
than the 15th of the following month. 

Standardization is important. Standard colors have been 
established to enable your printers to handle their work on 
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schedule and to permit the printing of several colors in the 
same form, thereby reducing printing costs. We should also 
endeavor to have uniform charges for preferred positions. 
Another important matter is to permit the Bureau to clear 
national accounts whenever possible. Some accounts are now 
divided, part through the Bureau and part on a direct basis. 
This makes it necessary for the agencies or advertisers to deal 
with several journal offices in addition to the Bureau, requiring 
separate billing, renewal of contracts and so on. The Bureau 
is a part of your organization for selling and servicing adver- 
tising accounts, and there should be no competitive thought 
so far as direct sales and Bureau sales are concerned. Fre- 
quently agencies send space orders directly to the journals by 
mistake and they are retained by the journals; then, when copy 
instructions come through the Bureau, it becomes confusing to 
all concerned. May I emphasize again that the closest cooper- 
ation should be maintained. 

In closing, may I remind you that only as you maintain a 
high editorial standard for your journal and endeavor to improve 
the format, the content and the technical printed product will 
you appeal to the reader and to the advertiser. If we can 
offer to our advertisers an excellent journal in every state 
the success of the Cooperative Medical Advertising Bureau will 
be enhanced. We have been enjoying an all time high in 
state journal advertising. It cannot be expected to continue 
without an effort on our part to supply in return a product 
worth every nickel our advertisers invest in us. 

Mr. A. J. Jackson, Director, Cooperative Medical Advertis- 
ing Bureau: I have prepared a chart which shows the progress 
made in revenue, beginning in 1918 to the end of this year, an 
increase of about 1,500 per cent from its inception. Practically 
all of that money is distributed to the state journals. 


The Medical Profession and Public Relations 

Mr. Cuartes M. Swart, Chicago: It is seldom that a pub- 
lic relations man has the opportunity accorded me by the Ameri- 
can Medical Association in my first two weeks in headquarters 
—the opportunity of meeting and talking with the people who 
are close to the points of contact at which public relations 
are made. Public relations are the sum total of private rela- 
tions. The relations which the individual physician has with 
his patients, with other professions, organizations and occupa- 
tions, and with his community are the basic elements of public 
relations of the medical profession. The relations which the 
county medical society has with its community set the tone 
which will largely characterize the relations of the profession 
and the state and national associations in that community. The 
relations which the state association has with all the elements 
of public opinion in its commonwealth is more potent than 
anything a national organization can do to affect public opinion 
in that state. Recognizing this, your national association is 
planning a large part of its public relations program around 
the cooperation of the state and county organizations. One 
of the first things that we hope to do is to establish a direct 
line of communication between the national headquarters and 
the officials of the state and county organizations. This will 
be in the form of a periodic news letter from the general 
secretary to key officers and physicians throughout the country 
—designed to keep you abreast of work in progress at 535 
North Dearborn Street—work which is being done in the 
interest of the profession and the health and welfare of the 
public. 

By the same token I want to ask each one of you to take 
the personal responsibility of keeping our office informed as 
to what is going on in your state and county organizations: 
anything that bears on public relations, any programs that you 
are initiating or operating which promise to bring results, any 
problems which you have which we might help you to think 
out or solve. 

Just as the American Medical Association cannot work alone 
to improve the public relations of the medical profession in the 
nation as a whole, so the state and county societies cannot work 
alone in their respective communities and expect to reach their 
goals successfully. 

The medical profession sometimes finds the public hostile, 
unsympathetic or indifferent to its problems. Because ‘the 
men who make up the medical profession are of good will, 
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intelligent and dedicated to service of humanity, it is frustrating 
to find other community leaders hostile, unsympathetic or 
indifferent, especially when we know that these people do not 
understand the basic elements of the problem and its proposed 
solution. But we can have the wit to win. We can take them 
into the ranks of our supporters and allies by creating oppor- 
tunities to call on them for consultation and cooperation. Each 
county and state association can study the health problems and 
hazards of its own community. Each can select a specific issue. 
Each can form a temporary committee of doctors interested 
in the various aspects of that problem—a committee which 
will control the medical aspects of any program to solve the 
problem. Then, the community leaders can be called in, the 
men and women who lead, direct and mold public opinion. We 
can work with these people and through this contact get them 
to know and understand our problems, our methods and our 
goals. There is nothing as potent as participation to win 
respect and support. 

The medical profession is sincere in its efforts to safeguard 
the health of the nation. Individually and collectively, medical 
men have been demonstrating their sincerity through advances 
in medical education, science, drugs and treatment procedures, 
and through individual devotion to duty. Unfortunately for 
the medical profession but disastrously for the public welfare, 
there are numerous people willing to follow those who would 
discredit the sincerity of the medical profession. The only 
way to combat such false leadership is to provide good leader- 
ship—to give the community leaders an opportunity to partici- 
pate under medical leadership in convincing demonstrations of 
our sincerity of purpose. That is public relations in action. 
I want to comment on the instruments of publicity and public 
relations—newspapers, the radio, pamphlets, posters, exhibits, 
movies and speakers. A news release on the front page of 
the paper contributes nothing to your public relations until it 
is read and creates an attitude. A radio program is a total loss 
to public relations until thousands of listeners tune it in and 
hear and believe in its message. 

Your national association has plans, which are rapidly 
becoming active, to provide the heavy artillery of publicity and 
public relations in all of the national mediums and to supple- 
ment your efforts in the local areas. It is our job in the 
national office to prepare the way and to give all the support 
to the effort that our resources can afford—but the medical 
profession cannot take and hold the ground of improved public 
relations without the complete devotion and cooperation of the 
state and county societies which are out on the firing line 
where public opinion is made. 

My association with the medical profession has been life- 
long. I am looking forward to the day when I come out to 
meet you on your home grounds, to know you personally and 
your public relations problems intimately. Until then, let’s keep 
in touch with one another. 

CHAIRMAN Price: I am going to call on the chairman of 
our nominating committee to nominate the committee which 
will work with Dr. Lull in presenting our program next year. 

Dr. STANLEY B. Wetp, Hartford, Conn.: For chairman, 
Mr. Theodore Wiprud of the District of Columbia Society ; 
and on the committee with him, Mr. Harvey T. Sethman of 
Colorado State Medical Society, Dr. Douglas L. Cannon of 
the Alabama Association, Dr. Dwight Wilbur of the California 
society and Dr. Jonathan Forman of the Ohio State Medical 
Association, 
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Dr. E. G. Jonnson, President, Nebraska Medical Society: 
Dr. Arthur L. Miller of Kimball, Neb., is the representative 
from my district, the Fourth Congressional District. He has 
had long experience in medicine and later served as Director 
of Public Heaith of the state of Nebraska and president of the 
Nebraska State Medical Association. 


What’s Ahead for the 80th Congress? 

Hon. A. L. Mitier, Kimball, Neb.: The new Congress will 
have the job of deflating the overstuffed Frankenstein, bureau- 
cratic monstrosity of government which for the past twelve years 
has been trying to regulate everything from your shoe strings 
to your hair tonic. 
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One needs but review the results of the November election to 
realize that the Communists, the left wingers and those advocat- 
ing more government controls received a severe set back. 

There were 30 members in the last Congress who consistently 
voted for more government controls and regimentation of the 
American people. They were defeated. 

There will be 102 new faces in the House of Representatives 
in this Congress. In reviewing the political campaign literature 
of this group, one is convinced that at least 90 per cent of the 
new members believe that the people are tired and fed up with 
regulations and controls. They have had enough of being pushed 
around by their government. The people want less government 
in business. They want less bureaucracy, regimentation, com- 
munism and controls. It means that the socialization of America 
and the radical Political Action Committee's legislative program 
suggested to the 79th Congress, if proposed, will be thrown into 
the ash can. The election was not so much a Republican success 
as it was an American victory. 

See how, bureaucracy has grown. In 1933 it required but 
533,000 federal employees to run the government, at a cost of 
a billion dollars. Our national debt at that time was 16 billion 
dollars. In 1939 there were 933,000 federal employees, which 
cost 3 billion dollars in salaries. Our federal debt at that time 
was 60 billion dollars. Today there is something over 2,300,000 
on the federal payroll, which cost 8 billion dollars to maintain. 
The federal debt is 260 billion dollars. 

Senator Byrd of Virginia, in a recent report, said there were 
1,141 various government agencies and commissions. There are 
32 dealing with housing, 37 with foreign trade, 93 lending the 
people’s money, 26 dealing with health, and 15 have their finger 
in the sugar pie. He states that these agencies have issued 
107,980 regulations, which have the full force and effect of law 
without the approval of Congress. 

The Congress will take definite steps to throw the Communists 
off the payroll of government. One needs but to read the state- 
ments of Attorney General Clark and J. Edgar Hoover to 
realize that the virus of communism has been slowly soaking 
into our circulation. Communists have connived and worked 
their way into policy forming jobs in government. There is no 
question but that it is a blue hued cancerous growth which must 
be eradicated from our body politics. 

Legislation affecting labor, industry and the public will have 
high priority in the next Congress. In my opinion legislation 
will be adopted which will make labor and industry responsible 
for their contracts; legislation which will outlaw secondary 
boycotts, sympathy strikes and jurisdictional disputes. Present 
labor laws will come in for some revision. The legislation 
adopted will be in the interest of the public and not weighted 
on the side of labor or industry. 

The 80th Congress will be an American Congress. It will 
have great powers and responsibilities. It will take steps to 
restore constitutional government, which, in the past, has per- 
mitted the individual with ingenuity, imagination and initiative 
to penetrate the new horizons of the future. The Congress will 
give new force and direction to those inventions, discoveries and 
technics which hold the key and are an integral part of our 
nation’s growth. Man’s ingenuity, under free enterprise in the 
past, has had no limits. We cannot have a free and hopeful 
people if they are dragged down by debt and the tax collector. 
We cannot have freedom in the slavery of a host of government 
restrictions. We cannot continue to smother the opportunities 
of small people by a big government, big strikes, big political 
monopolies, big scarcities and big blunders. 7 

Now as to medical legislation: We shall probably have 
another Murray-Wagner-Dingell bill. It will be greatly modi- 
fied. It may resemble some provisions of the Taft-Smith bill. 
We shall undoubtedly deal with bills relating to cancer and the 
continuation of some emergency maternal health program. I 
do feel, however, that no radical socialized medicine bill will 
have any chance in the present Congress. 

May I suggest that the Secretaries have a job of selling good 
medicine to the country. It does seem to me that we must keep 
up a good public relations program through the paper, radio 
and forum discussions. I am convinced that the Secretaries and 
medical men must lead the’ parade in helping to mold and shape 
public opinion. (To be continued) 
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(Irom a Spectal Correspondent) 
Feb. 20, 1947. 


Administration Revives Demands for Nationwide 
Health Insurance 

Introduction of the Taft medical care bill in the Senate was 
followed by revived administration demands for a nationwide 
health insurance program. In its eleventh report to Congress, 
the Social Security Board called for a health insurance program 
backed by contributions from workers and employers, similar 
to those for old age benefits. The board attacked the “free 
treatment” principle, declaring that most normally self supporting 
persons prefer to have a system of prepaid medical care rather 
than to have to seek free care when reduced to dependency. 
President Truman in his state of the union message rejected 
charity methods and called for a national health program as one 
of the most important items in his whole social welfare plan. 
The board denied that its program, which contains numerous 
other welfare provisions, is “socialized medicine,” but claims 
rather that it is a method of “insurance payment.” 


Shortages of Doctors, Nurses and Hospitals 
In his annual report for 1946, Dr. Thomas Parran, Surgeon 
General of the U. S. Public Health Service, declared that 
“there are not nearly enough physicians, dentists, nurses and 
other health personnel t6 go around, nor enough hospital beds 
and clinics to take care of our minimum needs.” Many areas 
have no doctors or health facilities. He declared that the last 
frontiers of public health were to conquer the diseases of 
advancing years and to extend health services to the entire 
population. He said: “We have yet to solve the economic 
problems of medical care. We have yet to make it possible 
for every one, regardless of income, to obtain the basic services 
needed for the protection of his own health and that of his 

neighbors. These are our basic objectives for the future.” 


Public Health Service Seeks Fifty Million Dollars 
to Start Hospital Construction 

Congress will be asked by the U. S. Public Health Service 
for 50 million dollars to start construction of hospitals under 
the five-year, $1,125 million federal-state hospital building 
program authorized by the last Congress. Surgeon General 
Thomas Parran has issued regulations under which states, 
local governments or nonprofit institutions may collect $1 in 
federal funds for every $2 of local money spent on new construc- 
tion. The seventy-ninth Congress appropriated $2,350,000 to 
assist states in surveying their needs and authorized annual 
appropriations of 75 million dollars for construction. 


Uncle Sam Profits from Sex Hormone Factory 

Donald C. Cook, director of the Office of Alien Property, 
revealed to the Senate Civil Service Committee that Uncle Sam 
is making money as owner of a male and female sex hormone 
factory, the Schering Corporation, headed by Frank C. Brown. 
Mr. Cook said the property gives the United States govern- 
ment a 10 million dollar annual income as against a 4 million 
dollar administrative cost. The plant is alien property seized 
during the war. 


Mine Operators Term Lewis Health and Welfare 
Fund “Economic Blackmail” 

Spokesmen for United States coal mine operators told 
Congress that they would not pay the John L. Lewis tonnage 
royalty for the United Mine Workers’ health and welfare fund 
even if it meant another strike, because the levy is “economic 
blackmail.” Forney Johnstone, counsel for the National Coal 
Association, said that “Congress should understand that a large 
proportion of the coal industry, if not the entire industry, 
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on relinquishment of federal control, cannot agree voluntarily 
to a collective pooling of the mine labor of two thousand 
unrelated mines for the levy of a tonnage tax by the mine 
workers for any such blind pool.” The association is not asking 


Congress to declare such benefits illegal if agreed to in “wholly 
voluntary contracts” but does ask that operators “not be coerced 


“with the sanction of Congress.” 


Proposed Erection of Betatrons for 
Treatment of Cancer 

The U. S. Bureau of Standards has announced that plans are 
completed for construction of two betatrons which will make 
Washington the national center for testing x-ray equipment. 
Other functions of the betatrons will be the treatment of cancer 
and the protection of x-ray technicians. The announcement 
stated that, as a medical tool, the betatron can provide x-rays 
suitable for cancer treatment under conditions long dreamed of 
but never before realized. 


Plans Approved for Veterans Hospital in Arlington 

Plans for the seven hundred and fifty bed veterans’ hospital 
to be erected in Arlington, Va., have been approved by Veterans 
Administration medical and construction chiefs. The hospital 
will be nine and a half stories high but will not compete with 
the beauty of the Lincoln Memorial across the river. The 
structure will enable two thirds of its occupants to view the 
United States capital. The hospital will not be ready for 
twenty-seven months. 


Supply of Physicians in Washington 
The Medical Society of the District of Columbia reports that 
Washington has an estimated 1,500 physicians in active practice 
in the metropolitan area, or about one physician to 900 persons. 
The safety ratio is about one doctor to a thousand of population. 
Executive Secretary Wiprud also reports that the office space 
problem is almost solved, except in the downtown area. 


Coming Medical Meetings 


Alabama, Medical Association of the State of, Birmingham, April 15-17, 
r. Douglas L. Cannon, 519 Dexter Ave., Montgomery 4, Secretary. 
American Academy of Pediatrics, Pittsburgh, Feb. 24-27. Dr. Clifford G. 

Grulee, 636 Church St., Evanston, Secretary. 
American Association of Anatomists, Montreal, Canada, April 3-5. Dr. 
Normand L. Hoerr, 2109 Adelbert Road, Cleveland 6, Secretary. 
American Association for the Study of Goiter, Atlanta, Ga., April 3-5. 
D mas C, Davison, 478 Peachtree St., N. E., Atlanta 3. Secretary. 
American Otorhinologie Society for the Advancement of Plastic and 
Reconstructive Surgery, New York, February 27. Dr. Norman N. 
Smith, 291 Whitney Ave., New Haven 11, Secretary. 
Arkansas Medical Society, Little Rock, April 17-19. Dr. 
Brooksher, 602 Garrison Ave., Fort Smith, Secretary. 


Chicago Medical Society Annual Clinical Conference, Chicago, March 
4-7. Dr. Willard O. Thompson, 30 N. Michigan Blvd., Chicago 2, 
Secretary. 


Dallas Southern Clinical Society. 


William R, 


Dallas, Texas, March 17-20. Dr. Glenn 
. Earlson, 1133 Medical Arts Bldg., Dallas, Secretary. 
lowa State Medical ey, Des Moines, April 16-18. Dr. John C, 


Parsons, 406 Sixth Ave. 
Michigan Postgraduate Clinical Conference, Detroit, Book-Cadillac Hotel, 


Jes Moines 9, Secretary. 


March 12-14. Dr. L. Fernald Foster, 2020 Olds Tower, Lansing 8, 
Secretary. 

Missouri State Medical Association. Kansas City, March 30-April 2, 
Mr. Thomas R. O’Brien, 634 N. Grand Blvd., St. Louis 3, Executive 
Secretary. 

New Orleans Graduate Medical Assembly, New Orleans, Feb. 24-27. 
Dr. Max M. Green, 1430 Tulane Avenue, New Orleans 13, Secretary. 

Northern Tri-State Medical Association, Detroit, April 8. Dr. John L. 
Stifel, 232 Michigan St.. Toledo 2, Ohio, Secretary. 

Pacific Coast Surgical Association, Seattle, Feb. 17-18; Victoria, B. C., 
Feb. 19-21. Dr. F. L. Reichert, Stanford University Hospital, San 
Francisco, Secretary. 

Southwest Allergy Forum, Shreveport, La., March 31-April 1. Dr. Sim 


Hulsey, 505 Medical Arts Bldg., Fort Worth, Texas, Secretary. 


Tennessee State Medical Association, Memphis, April 810. Dr. W. M. 
Hardy, 706 Church St., Nashville 3, Secretary. 
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Medical Legislation 


MEDICAL BILLS IN CONGRESS 


National Science Foundation 


The creation of a National Science Foundation is proposed by S. 526, 
introduced by Senator Smith, New Jersey, for himself and Senator Cor- 
don, Oregon, Senator Revercomb, West Virginia, Senator Saltonstall, 
Massachusetts Senator Magnuson, Washington, and Senator Fulbright, 
Arkansas. There will be forty-eight members of the foundation to be 
appointed by the President, who is requested in making appointments 
to give due consideration to any recommendations submitted to him by 
the National Academy of Sciences or by any other scientific or edu- 
cational organizations. The foundation will have a chief executive 
officer, to be known as the director of the foundation, and he will be 
appointed by its executive committee, with the approval of a majority 
of the members of the foundation. Within the foundation there will be 
a division of national detense, a division of medical research, which will 
administer programs of the*foundation relating to research in the medi- 
cal sciences, a division of mathematical, physical and engineering sciences, 
a division of biological sciences and a division of scientific personnel 
and education. 

Another bill has been introduced in the Senate proposing to create a 
National Science Foundation, S. 525, by Senator Thomas, Utah. 


National Health Act 


Senator Taft. Ohio, for himself and Senator Smith, New Jersey, Sen- 
ator Ball) Minnesota, and Senator Donnell, Missouri, introduced 8S, 545, 
a bill proposing to enact the “National Health Act of 1947." A discussion 
of this bill was published as an editorial in The Journal, February 15. 


Department of Health, Education and Security 


The Senate Committee on Expenditures in the Executive Departments 
has announced that a preliminary hearing will be held on the Fulbright- 
Taft bill, S. 140, on February 28. The hearing, it is understood, will be 
preliminary in nature oniy and the committee will thereafter determine 
whether additional hearings are to be held. 


Miscellaneous 

A bill introduced by Representative Rees, Kansas, H. R. 1714, proposes 
to exclude certain interns, student nurses and other student-employees 
of hospitals of the federal government from the classification act and 
other laws relating to compensation and benefits of federal employees. 

The federal security administrator’ would be authorized by S. 497, 
introduced by Senator Langer, North Dakota, to make loans to institu- 
tiens for the purpose of financing the construction of domiciliary facil- 
ities for the aged and the blind. : 

Representative Boggs, Louisiana, proposes by H. R. 1811 to provide 
dispensary treatment and hospitalization in army and navy hospitals for 
retired enlisted men of the Army, Navy, Marine Corps and Coast Guard. 

H. R. 1438, introduced by Representative Cellar, New York, proposes to 
bring within the purview of the Social Security Act employment in non- 
proprietary hospitals. 


STATE LEGISLATION 


California 

Bills Introduced.—A. 1034, to amend the business and professions code, 
proposes that the trained attendants shall have three months, rather 
ihan one year practical experience in a reputable hospital or sanatorium, 
A. 1057 and 8S. 485, to amend the business and professions code, propose 
the creation of a Board of Examiners of Trained Attendants and define 
the acts which trained attendants may perform. A. 1078, to amend the 
health and safety code, proposes a law for the licensing, inspection, 
regulation and supervision of public and private hospitals within the 
state. A. 1205, to amend the business and professions code, proposes to 
authorize the issuance of an herb practitioner’s certificate and to authorize 
the Board of Medical Examiners to establish standards, qualifications 
and procedure for the licensing of such practitioners. S. 511, to amend 
the health and safety code, proposes that any physician performing a 
postmortem examination for a coroner shall be a physician and surgeon 
trained in pathology. S. 512, to amend the health and safety code 
relating to standards of hospitals operated by local hospital districts, 
proposes that such hospitals shall maintain minimum standards established 
and promulgated by the Council on Medical Education and Hospitals of 
the American Medieal Association or by the American College of Surgeons. 
S. 539, to amend the business and professions code, proposes to require 
all practitioners of medicine, on written request from a person he has 
attended in his professional capacity or from some duly authorized repre- 
sentative to execute and issue a certificate of the facts of illness, injury, 
death or other facts coneerning the patient, 


Connecticut 
_ Bills Introduced... 381, to amend the law relating to naturopathy, 
proposes to prohibit the issuance of licenses to practice paturopathy in 
Connecticut simply on the basis of licensure in another state without 
the applicant meeting the qualifications set forth by the Connecticut law. 
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H. 392, to amend the law relating to medicine and surgery, proposes that 
persons practicing the massage method or Swedish movement method be 
no longer exempt from the medical practice act. S. 64 proposes to add 
thyroid to the list of drugs which may be sold only on a written prescrip- 
tion signed by a member of the medical, dental or veterinary profession 
licensed by law to administer such drug. S. 133, to amend the law 
relating to osteopathy, proposes to establish higher minimum require- 
ments and more rigid supervision of the practice of osteopathy in the 


state. 
Idaho 

Bills Introduced.—_H. 141 proposes to add cancer to the list of diseases 
whic a physician must immediately report to the department of public 
health. H. 144 proposes to limit the sale of barbituric acid or compounds 
to sale on a vrescription signed by a person licensed to prescribe and 
administer barbiturates. S. 55 proposes an act to require the licensing, 
inspecting and regulating of all hespitals within the state. S. 67 proposes 
the enactment of a physiotherapy-naturopathic practice act and the 
creation of a state board of physiotherapy and naturopathy examiners. 
Under the proposal naturopathy would include physiotherapy and mas- 
sage, and -he practice of naturopathy is defined as including “diagnosis, 
and the employment of botanicals, diets, dietary adjuvants and organic 
substances used in the correction of functional disabilities and faulty 
blood chemistry, electrotherapy, hydrotherapy and physical therapy, and 
manuat manipulations. It does not include the practice of obstetrics or 
surgery that penetrates subcutaneous tissues of the body, or the use of 
the hypodermic needle for injection purposes, manufactured chemical 
medicines, narcotics and opiates as defined in the Federal Narcotics Act, 
radium or x-rays for treatment.” The practice of physiotherapy “includes 
physiotherapeutie modalities now recognized or which may be developed 
and became recognized through use, and the employment of dietary 
adjuvants, hydrotherapy and manual manipulations. It does not include 
diagnosis, the. practice of obstetrics or surgery that penetrates sub- 
cutaneous tissves of the body, or the use of the hypodermic needle for 
injection purposes. manufactured chemical medicines, narcotics and opiates 
as defined in the Federal Narcotics Act, radium or x-rays for treatment.” 
The practice of massage ‘includes the use of the hands as a means for 
the correction of any physical disability, and the employment of dietary 
adjuvants and bulk diet as part of a recognized method of physical 
conditioning, hydrotherapy with the exception of irrigations, and manual 
manipulations. It does not include diagnosis, the practice of obstetrics 
or surgery that penetrates subcutaneous tissues of the body, or the use 
of the hypodermic needle for injunction purposes, manufactured chemical 
medicines, uarcotics or opiates as defined in the Federal Narcotics Act, 
radium or x-rays for treatment.” 


Indiana 

Bill Introduced —H. 174 proposes the creation of a state board of 
chiropractic examiners and defines chiropractic to be “the science of 
locating and the removing of nerve interference according to chiropractic 
principles.” 

Bill Pased.-S. 1, to amend the law relating to hospital surveys, 
passed the senate January 27. It proposes to appoint the state board of 
health as the state agency to cooperate with the federal government in 
the construction of hospitals within the state and proposes to add to the 
hospital survey law a new section defining the terms “hospital,” ‘‘publie 
health center” and “nonprofit hospital.” 


Kansas 
Bills Introduced.—_H. 67 proposes the enactment of a law providing 
for the licensing, inspection and regulation of hospitals and the appoint- 
ment of a hospital advisory council. H. 102 proposes to require all 
persons applying for a marriage license to present a certificate signed by 
a physician legally qualified under the laws of the state of Kansas or 
of the state In which he is practicing that the applicant is not infected 
with syphilis in such a stage as to make it communicable to a marital 
partner ff. 115 proposes to require all physicians to report to the state 
board of hea'th within five days the name, age, and address of every 
person diagnosed as a case of epilepsy or similar disorders characterized 
by lapses of consciousness. 
Maryland 
Bills Introduced.—-H. 148, to amend the law relating to marriage, pro- 
poses that applicants for a marriage license shall produce a certificate 
signed by a duly licensee physician showing that the applicant is not 
infectee with syphilis in a stage whereby it may become communicable. 
S. 162 proposes to require physicians, osteopaths and other professional 
workers to renew their licenses annually by payment of a $10 annual 
registration fee. 
Montana 
Bilis introduced.—H. 149 proposes a law for the establishment of a 
Montana cash sickness and disability compensation system. H. 235 pro- 
poses a law for the licensing and regulating of hospitals within the 
state. H. 236 proposes the enactment of a Montana Hospital Survey 
and Construction Act requiring a survey of hospital and health facilities 
in the state, a program of construction for additional needed facilities, 
the appointment of an advisory hospital ceuncil and the necessary 
cooperation for the receiving of federal funds to aid in the construction 
of such additional needed facilities as the program may require. 


New Mexico 
Bills Iintroduced.._H. 45 proposes to require all applicants for a 
marriage license to present a certificate from a physician and surgeon duly 
licensed to practice medicine and surgery in the state of New Mexico 
showing that such applicant is not, in the opinion of the physician, 
infected with syphilis in such a stage that it may become communicable 
to the marriage partner. S. 74 proposes to require the licensing, iaspec- 


tion and regulation of hospitals and related institutions within the state. 
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New York 

Bills Introduced.—A. 804, to amend the public health law, proposes 
to require every physician to give immediate notice to the health officer 
of every case of infantile paralysis under his care. <A. 861, to amend 
the law relating to the issuance of marriage licenses, proposes to require 
very applicant to submit a statement from a physician showing that 
a chest x-ray examination and laboratory tests for the discovery of 
tuberculosis have been made and that the applicant is not suffering from 
tuberculosis in a communicable stage. A. 1036, to amend the education 
law. proposes to prohibit physicians from advertising in newspapers. 


Oregon 
Bills Introduced.—S. 77 proposes the repeal of existing laws requiring 
the licensing of maternity hospitals and certain other types of institutions 
and sanatoriums and the enactment of a new law requiring the licensing, 
inspecting and regulating of all hospitals and refated institutions within 
the state. S. 189 proposes to increase the annual registration fee of 
physicians from $5 to $10. 


Rhode Island 

Bill Introduced.—H. 612 proposes the enactment of a hospital survey 
and construction act requiring a survey of hospital facilities in the state 
and the preparation of a program for the construction of additional needed 
facilities. The proposal would also require the appointment of an 
advisory hospital council and would authorize the director of the state 
department of health to apply to the Surgeon General for federal funds 
to assist in either the survey or the construction of new facilities. 


South Dakota 

Bill Introduced.—H. 50 proposes the enactment of a South Dakota 
Hospital Survey and Construction Act requiring a survey of existing 
hospital facilities and a program for the construction of necessary addi- 
tional facilities. It also proposes to provide compliance with the require- 
ments of the federal hospital survey and construction act. 

Bill Passed._H. 18 passed the House January 29. It proposes rules 
and regulations for the licensing of chiropractic hospitals, sanatoriums or 
related institutions by the board of chiropractic examiners. 

Bill Enacted.—S. 32 was approved Jan. 24, 1947. It provides that any 
person whvu served in World War II and received an honorable discharge 
therefrom, and who at the time of induction was a regularly licensed 
practitioner of a profession in the state, and whose status as such 
practitioner was lost during the time he was in service, shall be restored 
and reinstated to the status held at the time of his induction without 
requiring him to submit to any examination therefor. 


Tennessee 

Bills introducea.__H. 232 proposes the enactment of a law providing 
for the regulating and licensing of all hospitals within the state. H. 234 
proposes the enactment of a “State Licensing Board for the Healing 
Arts” and defines healing art as “offering or undertaking to diagnose, 
treat, operate on or prescribe for any human pain, injury, disease, 
deformi:y or physical or mental condition.” Any person desiring to 
practice any specific branch of the healing art would be required to 
obtain a license from this new board after having passed the specific 
examination required of the specific examining board. H. 235 proposes 
ine enactment of a state hospital survey and construction act requiring 
a survey of existing hospitals and a program for the construction of 
needed additional facilities. The proposal also provides for compliance 
with the requirements of the federal hospital survey and construction act 
and regulations thereunder. 

Texas 

Bills introduced.._H. 160, to amend the medical practice act and a 
complementary section of the penal code proposes to exempt therefrom 
naturopathic physicians, duly licensed under the laws of the state, who 
confine their practice fo naturopathy as defined by the statutes. H. 225 
proposes to limit the sale of paregoric to prescription of a physician 
duly licensed to practice medicine in the state. S. 79 proposes the 
creation of a Texas Board of Chiropractic Examiners and defines chiro- 
practic to be “the employment of objective or subjective means, without 
use of drugs or surgery, for the purpose of ascertaining the alinement 
of the vertebrae of the human spine, and the practice of adjusting the 
vertebrae by hand to correct any subluxation or misalinement thereof.” 
S. 115, to amend the medical practice act, proposes to eliminate provisions 
which might be interpreted as relating to cult practitioners and to make 
certain other changes. 8S. 120, to amend the penal code, proposes to make 
it unlawful for any physician or other practitioner of the art of healing 
to advertise special skills, definite prices or the use of superior qualities 
of medicine, material, devices, ete., in the performance of professional 


service. 
Utah 

Bills Introduced.—H. 152 proposes the enactment of a basic science 
law, the basic sciences being stated as anatomy, physiology, pathology, 
bactericlogy and chemistry. 8S. 151 proposes the enactment of a state 
hospital survey and construction act requiring a survey of all hospital 
and publie health center facilities in the state and of the preparation of a 
program for the construction of additional needed facilities. The proposal 
vould require the appointment of an advisory hospital council and would 
authorize the commissioner of the state départment of health to apply 
tor federal funds for assistance in either the survey or the construction 
program, 

Virginia 

Bills Enacted.S. 27-X has become chapter 15 of the Laws of 1947. 
lt provides a hospital licensing and inspecting law but exempts therefrom 
hospitals operated for the practice of the religious tenets of any church 
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in the ministration to the sick and suffering by mental or spiritual means 
without the use of any drug or material remedy, provided the statutes 
or regulations on sanitation are complied with. 28-X has become 
chapter 14 of the Laws of 1947. It provides for the establishment 
within the Department of Health of a Division of Hospital Survey and 
Construction to make a survey of existing hospitals, develop a state plan 
for the construction of nonprofit hospitals in the state, ete. The new law 
provides for the appointment of a hospital advisory council and authorizes 
the commissioner of the state department of health to apply for federal 
funds to assist in carrying out the survey and planning activities con- 
templated by the law and to receive federal funds on behalf of applicants 
and transmit them to such applicants. S. 31-X has become chapter 16 
of the Laws of 1947. It provides a hospital licensing law for hospitals 
caring for insane, epileptic or feebleminded persons or persons addicted 
to the intemperate use of narcotic drugs, alcohol or other stimulants. 


Washington 

Bilis tntroduced.__H. 57 proposes the creation of basic science examin- 
ing committees for the practice of medicine and surgery, osteopathy, 
osteopathy and surgery, chiropractic and drugless therapeutics. The 
duty of each basic science examining committee would be to conduct 
and assist in conducting examinations in theebasic sciences of all persons 
applying for licenses or certificates to practice the particular profession 
for which a license is sought. H. 77 proposes the creation of an 
examining board for the practice of massotherapy and defines masso- 
therapy as “the method, art or science of treating the human body for 
hygienic or remedial purposes to maintain health and to establish a 
normal condition of the body, and shall include all massage manipula- 
tions, passive and active remedial gymnastics and relaxing movements 
and manipulations with the hands or with any other agency or instru- 
mentality designed to accomplish massage manipulations or gymnastics 
to promote physiological action to bring about a normal condition of 
health and restore bodily functions to a normal condition.” The proposal 
also provides for supplemental licenses to practice hydrotherapy and 
physical therapy. S. 78 proposes the creation of a state board of naturo- 
pathic examiners and defines naturopathy as the practice and procedure 
taught and recognized by regular schools or colleges of naturopathy 
recognized by the Washington State Naturopathic Association, Inc. 


West Virginia 

Bills Introduced.—H. 81, to amend the law relating to medical and 
hospital service corporations, proposes to authorize such corporations to 
promote and encourage reciprocity with similar plans both within and 
without the state. S. 188, to amend the medical practice act section 
relating to exemptions therefrom, proposes to exempt from the provisions 
of the act persons practicing the religious tenets of the church in the 
ministration to the sick or suffering by mental or spiritual means. 

Bill Passed.—H. 50 passed the House January 31. It proposes regu- 
lations for the supervision and management of state institutions for the 
care of persons suffering from tuberculosis and proposes to -make it 
mandatory for every physician practicing in the state to report in writing 
to the board of control the name, age, sex, race, home address and type 
of disease of every person having tuberculosis who comes under his 
observation or care, within forty -eight hours after the discovery of this 
condition. 

Wisconsin 

Bills Introduced.—S. 60, to amend the law relating to scientific experi- 
mentation and research, purposes that animals may be used for scientific 
experimentation and research if not subjected to cruelty or torture. S. 104 
proposes regulations for the licensing, inspecting and regulating hospitals 
within the state. S. 105 proposes the enactment of a state hospital survey 
and construction act, requiring a survey of hospitals and health facilities 
in the state and the preparation of a program for the construction of 
additional needed facilities. The proposal would require the appointment 
of an advisory hospital council and would authorize the state board of 
health to appty for and receive federal funds to assist in such survey 
or construction program. 

Wyoming 

Bills Introduced.—H. 63 proposes amendments to the medical practice 
act which would require the appointment of an osteopath on the examin- 
ing board and the licensing of applicants to practice osteopathy, which 
is defined to mean “the treatment of human ailments, diseases or infirmi- 
ties by mechanotherapy, or by any means or method other than surgery 
or drugs.”” The amendments also would permit use of the injunctive 
process to restrain the unlicensed practice of medicine, surgery or 
osteopathy. H. 74 proposes the creation of a board of naturopathic 
examiners. Section 4 would provide ‘The Definition of Naturopathy shall 
be as approvea by an Act of Congress, Feb. 27, 1929, and including any , 
and all rulings of the Supreme Court or Attorney General hereafter, which 
hereafter shall comprehend and embrace and be composed of the following 
act and practices and usages of the physiological and mechanical and 
material sciences of healing, as follows: Iridology, diagnosis and the 
practice of physiological, mechanical and material sciences of healing; 
the physiological and mechanical sciences, such as the mechanotherapy, 
articular manipulation, corrective and orthopedic gymnastics, naturo- 
therapy, psychotherapy, hydro-therapy and mineral baths, electrotherapy, 
thermotherapy, radiotherapy, phototherapy, chromotherapy, vibrotherapy, 
thalamotherapy and orificial dilation and other stimulation of the sympa- 
thetic nervous system through the orifices, and dietetics, which shall 
include the use of foods of such biochemical tissue building products and 
cell salts as are found in the normal body; and the use of vegetal oils 
and dehydrated and pulverized fruits, flowers, seeds, barks, herbs, roots 
and vegetables uncompounded and used in their natural state; and herein 
to include the practice of such other sciences as the practice of obstetrics 
and minor surgery in accordance with the teachings in the Naturopathic 
Schools and Colleges.” 
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PACIFIC MOSQUITOES REACH THIS 
COUNTRY IN TIRES 


In a routine Public Health Service quarantine inspection of 
a cargo ship arriving at Los Angeles from New Guinea, a 
sanitary inspector discovered that mosquitoes had been breeding 
in fresh water contained in about half of the nearly 9,000 tires 
which were being returned to the United States from combat 
areas. The tires contained water varying in amount from one 
cup to five gallons per tire and it was estimated that the aver- 
age tire examined containing water contained also from twenty 
to thirty larvae. Some of the mosquitoes were the kind that 
carry dengue fever and filariasis in their native Pacific Islands. 
The ship before docking was thoroughly sprayed with freon- 
pyrethrum aerosol, and later many dead adult mosquitoes were 
found. In eleven subsequent shipments of tires water was found 
in eight and mosquitoes were found breeding in three of the 
shipments. All material which contained water, it is reported, 
was routinely treated with a mosquito destroying solution. 


SURVEY OF FOOD NEEDS OF JAPAN 


The War Department announced on January 23 that a mission 
comprising seven members would leave the United States for 
Japan about February 1 to study the needs for civilian feeding 
of Japan, Korea and Ryukyus for food exports from the United 
States. Heading the group is Col. Raymond L. Harrison, 
Department of Agriculture; other members are Capt. Tracy B. 
Kittredge, U.S.N., detailed from the Office of the Secretary of 
the Navy to the Office of the Secretary of War; Mr. Nathan 
Koenig, executive assistant to the Secretary of Agriculture; 
Mr. Kenneth B. Jacob, principal chemist, department of Agri- 
culture; Mr. Roswell H. Whitman, associate chief, Division 
of Japanese-Korean Economic Affairs, Department of State; 
W. Hallam Tuck, consultant to the Secretary of War, and 
Col. Joseph W. Scobey, chief, International Branth, Supply 
Group, War Department General Staff. 


LIQUID OXYGEN CONVERTER FOR 
BREATHING PURPOSES 


Army Air Forces disclosed on February 10 the development 
of a liquid oxygen converter for breathing purposes which has 
distinct advantages over other converters developed (and some 
found unpractical) over a period of many years of experimen- 
tation. The new converter is simple to operate and greatly 
reduces the weight and space requirements of oxygen equipment 
now in use. The National Bureau of Standards and the Bendix 
Aviation Corporation assisted the Army Air Forces in develop- 
ing the new converter. It has been subjected to various labora- 
tory tests and has been flight tested up to an altitude of 40,000 
feet, using a crew of eight men, and in all experiments the 
equipment performed satisfactorily. The liquid system con- 
tains 750 cubic feet cf oxygen (after conversion to the gaseous 
stage) in one unit, which occupies only 5 cubic feet of space 
and weighs 130 pounds, whereas the low pressure system now 
in use occupies 30 cubic feet of the plane’s interior with eighteen 
large tanks holding 522 cubic feet of oxygen and weighing a 
total of 412 pounds. The liquid unit therefore would save 67 per 
cent of the weight and increase the available oxygen by 45 per 
cent, while the cubage consumed is about one-sixth that of the 
present system. The converter requires no source of heat other 
than ambient temperature. The Massachusetts Institute of Tech- 
nology is conducting further experiments to find better methods 
for storage and handling of the liquid oxygen, which must be 
under sufficient pressure in storage to prevent evaporation. 


ARMY AWARDS AND COMMENDATIONS 


Lieutenant Colonel Joseph G. Kostrubala 

The Army Commendation Ribbon has been awarded to Lieut. 
Col. Joseph G. Kostrubala, M. C., A. U. S., of Chicago, who 
was addressed in these words in a citation signed by the Sur- 
geon General: During World War II the Medical Department 
carried out its mission with outstanding success. This achieve- 
ment was made possible only through the combined efforts of 
all Medical Department personnel. Your service with the Medi- 
cal Department has been exceptional when compared with others 
of the same grade of similar position, and I wish to commend 
you for your outstanding contribution as assistant chief, plastic 
surgery section, William Beaumont General Hospital, El Paso, 
Texas, from July 1, 1945 to April 15, 1946. Dr. Kostrubala 
graduated from Northwestern University Medical School in 
1937 and entered the military service Aug. 16, 1942. 


Lieutenant Colonel Arie C. van Ravenswaay 


The Legion of Merit has been awarded to Lieut. Col. Arie C. 
van Ravenswaay, M. C., A. U. S., of Boonville, Mo., who was 
chief of the Special Projects Branch, Office of the Air Surgeon, 
Headquarters, Army Air Forces, from December 1943 to Sep- 
tember 1945. The citation states that he administered many 
projects related to the preservation of the health of Army Air 
Forces personnel. Colonel van Ravenswaay’s many advances in 
medical science have been of inestimable value and reflect great 
credit on himself and on the armed forces of the United States. 
Dr. van Ravenswaay graduated from Washington University 
School of Medicine in 1932 and entered the military service on 


Aug. 21, 1942. Major William Leifer 


The Legion of Merit has been awarded to Major William 
Leifer, M. C., A. U. S., of New York. The citation states 
that he distinguished himself as chief of Penicillin Research 
Project at Regional Hospital, Fort Bragg, North Carolina, from 
July 1943 to September 1945. His contribution in the further- 
ance of studies pertaining to penicillin as a measure for com- 
bating the effects of certain diseases among personnel of the 
armed forces contributed materially to the success of the 
National Research Council. Major Leifer’s attainments reflect 
credit on himself and on the Army Medical Department. Dr. 
Leifer graduated from New York University College of Medi- 
cine in 1925 and entered military service May 30, 1942. 


Major James V. Luck 


The Legion of Merit was recently awarded to (formerly) 
Major James V. Luck, M. C., A. U. S., of Los Angeles, who 
served as an orthopedic surgeon, Santa Ana Army Air Base 
from January 1943 to September 1944, and as chief, orthopedic 
surgery section, Army Air Forces Regional Hospital, Chanute 
Field, from September 1944 to January 1946. The citation states 
that he made outstanding contributions to military and civilian 
orthopedic surgery. Major Luck’s unusual professional ability 
and his brilliant attainments reflect the highest credit on himself 
and the armed forces of the United States. Dr. Luck gradu- 
ated from St. Louis University School of Medicine in 1931 and 
entered the service in November 1942. 


MISCELLANEOUS 


SALE OF PORTABLE X-RAY UNITS 


‘The War Assets Administration has 200 portable x-ray units 
for sale at St. Louis. Physicians who are veterans have certain 
priority rights in purchasing this equipment. They should com- 
municate with the War Assets Administration, Regional Office, 
505 North 7th Street, St. Louis 1. 
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NEED RESERVE MEDICAL OFFICERS 


Headquarters of naval air reserve training is at the Naval 
Air Station, Glenview, Ill, and within that command are six- 
teen major naval air stations and six training units. Each of 
the naval air stations requires two full time medical officers, one 
of whom must be a flight surgeon. Each of the training units 
requires one full time medical officer who must be a flight 
surgeon. In addition, medical officers are needed for part time 
duty with combat units of the air reserve. The organized reserve 
units usually report twice a month on weekends and receive pay 
which, over a period of a year, amounts to about two months 
of full time active duty pay. Reserve medical officers and 
pharmacists interested in active duty of this kind should write 
to the Bureau of Naval Personnel via the chief of Naval Air 
Reserve Training, Naval Air Station, Glenview, Ill. Personnel 
are desired in ranks not above that of commander in the medical 
corps. Every effort will be made to continue officers qualified 
for this service in the assignments consistent with the needs of 
the service. Government quarters are available at many of the 
major naval air stations. 


GOVERNMENT SERVICES 


NAVY 
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NAVY AWARDS AND COMMENDATIONS 


Captain James R. Fulton 

The Legion of Merit has been awarded to Capt. James R. 
Fulton (MC), U.S.N., of Bremerton, Wash., for exceptionally 
meritorious conduct in the performance of outstanding service 
as senior medical officer of the U. S. S. Bountiful from January 
to December 1944 during the invasion of Saipan, Guam, Pelelieu 
and the Philippine Islands. The citation calls attention to the 
facts that he organized and indoctrinated his staff to render 
every possible emergency and surgical aid to the sick and 
wounded. His professional skill as a surgeon and consultant 
contributed to the saving of many lives. His leadership and 
devotion to duty were directly responsible for the extremely low 
mortality rate among the injured received for treatment. His 
performance of duty was outstanding and his conduct was at 
all times in keeping with the highest traditions of the United 
States Naval Service. Dr. Fulton is a graduate from Harvard 


Medical School in 1925 and entered military service June 22, 
1925. 


PUBLIC HEALTH SERVICE 


REGULATIONS FOR HOSPITAL SURVEY 
AND CONSTRUCTION ACT 


The Hospital Survey and Construction Act, enacted Aug. 13, 
1946, permits appropriations up to $3,000,000 to assist states in 
surveying and planning their hospital needs, and $75,000,000 
annually for the next five years to assist in the construction of 
hospitals and health centers. For administration and surveys 
$2,350,000 has been appropriated. No construction money has 
yet been appropriated, but funds for this purpose will be 
requested at the present session of Congress. Administration 
of the hospital program is left primarily to the states, but the 
law specifies that regulations shall be prescribed by the Sur- 
geon General of the United States Public Health Service and 
approved by the Federal Security Administrator and the Federal 
Hospital Council. The newly issued regulations cover type, 
size and distribution of hospitals, priority to be given to projects, 
general standards of construction and equipment, and_ state 
administration methods. Provision also is made to assure 
services to persons unable to pay. The number of general hos- 
pital beds to be distributed according to the act among base, 
intermediate and urban areas ranges from 4.5 to 5.5 beds per 
thousand of population, depending on state population density. 
Regulations further qualify distribution from 2.5 beds per thou- 
sand of population in rural areas to 5.5 beds per thousand in 
base areas. Should the combined number of beds allowed in 
various areas of a state be less than the total allowed for the 
entire state, remaining beds are to be distributed at the disere- 
tion of the state, with special consideration for hospitals serving 
rural areas and communities with small financial resources. 

Regulations follow the law on distribution of beds in tuber- 
culosis, mental and chronic disease hospitals. Maximum beds 
for tuberculosis patients will be 2.5 times the average annual 
deaths from tuberculosis in the state over the five year period 
from 1940 through 1944, for mental patients, 5 per thousand of 
population and for chronic disease patients 2 per thousand of 
population. The regulations stipulate that building of these hos- 
pitals shall be in centers of population and in proximity to 
general hospitals whenever practical. 


12 persons per square mile, where the number of centers is 
not to be more than one for each 20,000 of population. Each 
state has the authority to distribute these centers to conform to 
its individual organization of local health units. 

Since the goal of the program is to provide hospitals where 
they are most needed, construction funds will be granted accord- 
ing to priorities indicated by each state in its overall construc- 
tion plan. Both the law and the regulations, however, establish 


principles to be followed in determining the priority to be given 
hospital projects. The law provides for the granting. of priort- 


ties to general hospitals in rural areas and in localities where 
population groups are less adequately served because of race, 
creed or color. Public health centers in rural areas also will 
receive preference. Regulations further specify that each state, 
as far as practical, shall develop its program in accordance with 
the proportionate need for each of the five types of hospitals 
authorized in the act: general, mental, tuberculosis, chronic and 
health centers. For all types of hospitals, priority is to be 
given to new construction and additions to existing facilities 
rather than to replacements. 

Standards of construction and equipment which the regula- 
tions establish include minimum requirements necessary to insure 
properly planned and well constructed hospital buildings. The 
standards relate to choice of site, type of architecture, construc- 
tion, sanitation and general building regulations. 

Regulations call for assurance from applicants for construc- 
tion funds that hospitals built with federal aid under this act shall 
be open t6 every one. The regulations provide that hospitals 
under the plan must be available without discrimination on 
account of race, creed or color. In areas where separate hos- 
pital facilities are provided for separate population groups an 
exception may be made, but only if the plan makes equitable 
provision for facilities and services of like quality for all such 
groups. “Equitable provision” is defined as equal to the propor- 
tion of the separate population groups in the total population 
of the area. They also specifiy that a state shall not include 
in its construction program facilities for a separate population 
group beyond what are needed for adequate hospital care. 

The regulations also call for assurance from applicants that 
a reasonable amount of free patient care will be given. In 
determining what constitutes a “reasonable amount” the state 
considers conditions in the area to be served, meluding free care 
already available. This provision may be waived by the Sur- 
geon General when it is not financially feasible. 

Regulations include general methods of administration of state 
construction plans by state agencies designated to carry out 
hospital programs. This section covers development of the 
state program, processing of applications and the conditions 
required for their approval, the manner of making construction 
payments and other fiscal matters. 

A base area is described as one containing either a university 
teaching hospital or a population of 100,000 with a large general 
hospital. The law is the basis for the definition of a hospital, 
which includes not only hospitals and health centers but related 
facilities such as laboratories, outpatient departments, nurses’ 
homes and training schools and central service facilities operated 
in connection with hospitals. Federal hospitals and institutions 
furnishing primarily domiciliary care are excluded from financial 
aid through this act. A limited number of reprints of the 
regulations will be available from the Public Health Service. 
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(PUuYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVI- 
TIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


ALABAMA 


Personal.—The new director of the state health department’s 
division of tuberculosis control is Dr. James M. Freeze, U. S. 
Public Health Service, who succeeds Dr. N. H. DeJanney, 
Alabama City, resigned. Dr. Freeze comes from Bethesda, 
Md., where he has been doing graduate work in the U. S. Public 
Health Service office. 

Dr. Foley Named Professor of Anatomy.—Dr. James 
QO. Foley has been appointed chairman and professor of anatomy 
at the Medical College of Alabama, Birmingham. Dr. Foley, 
formerly of Tulane University of louisiana School of Medicine, 


New Orleans, joined the faculty of the medical college in 1945° 


when the Alabama School of Basic Medical Science was made 
part of the four year medical college of Alabama. Dr. Foley 
received his B.S. degree from Oregon State College and his 
Ph.D. from the University of Wisconsin. His research has 
dealt chiefly with the anatomy of the nervous system. 


CALIFORNIA 


Society News.—The Trudeau Society of Los Angeles, which 
constitutes the Tuberculosis Section of the Los Angeles County 
Medical Association, has elected as officers for 1947 Drs. 
Edward Kupka, Los Angeles, president; Joseph L. Robinson, 
Olive View, vice president, and Arthur E. T. Rogers, Olive 
View, secretary-treasurer. 

Annual Reginald Knight Smith Lecture.—Mount Zion 
Hospital, San Francisco, presented its annual Reginald Knight 
Smith Lecture February 13. The lecturer was Dr. William 
Dameshek, professor of clinical medicine, Tufts College Medical 
School, Boston, and his subject “Disorders of the Spleen, with 
Particular Reference to Hypersplenism.” 


FLORIDA 


School Health Program.—The state board of health plans 
to conduct a special school health examination and immuniza- 
tion program which will reach 40,000 children before July 1. 
A special grant of $70,000 from the federal Children’s Bureau 
to conduct the program was obtained by Dr. Wilson T. Sowder, 
Jacksonville, state health officer. Twenty-five young doctors 
under the supervision of Dr. Grace Hardy, pediatrician, have 
consented to enter the field. Defective sight, hearing, posture 
and mild nutrition deficiencies which show up in the skin will 
be particular objectives of the campaign. Cases will be referred 
to private physicians and to the crippled children’s commission. 
Most of the work is to be carried on in counties where county 
health department personnel is inadequate. 


ILLINOIS 


Campaign to Improve Mental Care.—The Illinois Society 
for Mental Hygiene has named a committee to spearhead a 
statewide campaign to raise the state mental hospitals to the 
minimum standards for adequate treatment and care of patients, 
Dr. Rudolph G. Novick, medical director of the society, has 
announced. Illinois hospitals, he says, fall short of the minimum 
standards of the American Psychiatric Association by more 
than 150 doctors, 1,220 nurses and 1,358 attendants besides 
deficiencies in social workers and therapists. *On the committee 
are Ronald P. Boardman, president of the society; Drs. John J. 
Madden, Maxwell Gitelson and George J. Mohr; Mrs. Thomas 
A. Connors, Mrs. Sarah B. Schaar and Frank H. Woods Jr. 

Program in Speech and Hearing Rehabilitation.—A 
research and clinical program in speech and hearing rehabili- 
tation has been opened by the University of Illinois College of 
Medicine, Chicago, under the direction of Herbert Koepp- 
Baker, Ph.D., formerly director of the speech and hearing 
clinic at Pennsylvania State College. The work will be super- 
vised by Dr. Francis L. Lederer, head of the otolaryngology 
department and chief of that service in the Eye and Ear 
Infirmary. Dr. Koepp-Baker will also direct the new speech 
and rehabilitation division of the Illinois Eye and Ear Infirmary. 
The department will immediately provide instruction and clinical 
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experience in this field for medical students, physicians and 
persons in closely correlated nonmedical branches of speech 
— Instruction will be on a graduate and postgraduate 
evel. 

Evanston Fluorine Research Project.—<After some three 
years of planning, a program was activated February 17 
whereby 1 part of fluorine will be added to each million parts 
of the water supply of Evanston in a research project which 
it is hoped will limit or check tooth decay in Evanston and 
Skokie. The examination of 4,400 school children in these com- 
munities in two groups, 7 to 9 years of age, and 12 through 14, 
was completed February 7. The younger group will be reex- 
amined within a year and the older group after two years. The 
program, based on a survey made several years ago by the 
U. S. Public Healthy Service, is sponsored by the Evanston 
Board of Health, the State Dental Department and the Zoller 
Dental Clinic of the University of Chicago. The survey is 
said to have revealed that children in Evanston and some other 
suburbs using Lake Michigan water, which is fluorine free, 
suffered almost three times more tooth decay than children in 
certain inland cities where the water contains a minute trace 
of fluorine. The commissioner of health of Evanston, Dr. 
Winston H. Tucker, who is working with Dr. J. Roy Blayney, 
director of the Zoller Clinic. on this research program said 
that it remains to be seen whether artificially added fluorine 
is as effective as that found as a natural element in drinking 
water. The fluorine solution to be added is tasteless, colorless 
and odorless. 

Chicago 

Rabies Warning.—Cases of rabies are on the increase in 
Chicago according to Dr. Edward A. Piszezek, county health 
director. Within the first three weeks of January 20 cases of 
rabies in dogs were reported in Cook County, 10 of them in 
Chicago, a large number for the winter season, Dr. Piszezek said. 

Alcohol and the Psychiatric Problem.—Dr. Vladimir G. 
Urse, superintendent of Cook County Psychopathic Hospital, 
told the [llinois County and Probate Judges association at their 
recent convention in Chicago that today 1 out of every 4 
patients at Psychopathic Hospital is an alcoholic problem as 
compared to 16 per cent thirty years ago and 21 per cent five 
years ago. The judges are concerned over the flooding of 
mental institutions with alcoholic addicts. 

The McArthur and Hektoen Lectures.—The twenty- 
third Lewis Linn McArthur Lecture of the Frank Billings 
Foundation will be delivered at the Palmer House Friday, 
February 28, at 8 p. m. Dr. Robert H. E. Elliott Jr., depart- 
ment of surgery, Columbia University College of Physicians 
and Surgeons, New York, will speak on “A Revaluation of Sple- 
nectomy in Thrombocytopenic Purpura, Based on a Twenty- 
Seven Year Combined Clinic Follow-Up.” Dr. Herbert M. 
Evans, director, Institute of Experimental Biology, University 
of California, Berkeley, will deliver the twenty-third Ludvig 
Hektoen Lecture of the foundation at the Palmer House March 
28 at 8 p. m. His subject will be “The Internal Secretions of 
the Pituitary Body.” 


KANSAS 


Public Health Training Center.—The Topeka City- 
Shawnee County Training Center for public health workers, 
300 West Eighth Street, has opened with public health 
employees as the first class of trainees. Teaching personnel 
have been assigned to the center by the U. S. Public Health 
Service to take responsibility for the first course. Sanitarians 
from health departments in North and South Dakota, Nebraska, 
Minnesota, Iowa and Missouri as well as Kansas are attending. 
Director of the training center, said to be the second of its kind 
in the country, is Dr. David D. Carr. It 1s sponsored by the 
Kansas State Board of Health, with the U. S. Public Health 
service cooperating. 


LOUISIANA 


Rudolph Matas Gives 50 Year Files to Library.—-The 
Matas Library of the Tulane University of Louisiana School 
of Medicine, New Orleans, has received files of the Italian 
medical journal Policlinico covering the fifty year period pre- 
ceding World War II. They are the giit of Dr. Rudolph Matas, 
professor emeritus of general and clinical surgery, on the occa- 
sion of his eighty-sixth birthday. 

Tulane Offers Degree in Public Health.—The depart- 
ments of Tropical Medicine and Preventive Medicine of the 
Tulane University of Louisiana School of Medicine, New 
Orleans, have combined to form a new department of Tropical 
Medicine and Public Health. The enlarged department will 
consist of three units: clinical tropical medicine, parasitology 
and public health. Plans are under way to offer a course which 
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will lead to a combined degree in tropical medicine and public 
health. The only school which now offers such a combined 
degree is the London School of Hygiene and Tropical Medicine, 
London, England. There are now only eight schools in this 
country offering training in public health. Plans are also being 
made for the new department to take over the University 
Student Health Service, with greatly enlarged facilities. This 
will involve the establishment of a university infirmary for all 
nonresident students. The new health service will act as a train- 
ing center for public health instruction. The new department 
will be headed by Dr. William A. Sodeman, who has been head 
of the Department of Preventive Medicine since 1941. Dr. 
Sodeman is now carrying on special clinical studies at the 
School of Tropical Medicine in Puerto Rico and will later 
visit Venezuela and Panama, where he.will study prevalent 
tropical diseases and methods for their control. The merger 
of the two departments will become effective when he returns. 


MICHIGAN 


Personal.—Dr. Max Burnell, chairman, Genesee County 
Medical Society Cancer Committee, was recently presented a 
meritorious service award of the American Cancer Society for 
his leadership in cancer control during the last five years——— 
Dr. Darrell A. Campbell, formerly of Charleston, W. Va., has 
accepted the position of chief of the surgical staff of the Wayne 
County General Hospital and Infirmary, Eloise. 

Annual Cancer Day.—The second annual Cancer Day, 
sponsored by the Genesee County Medical Society, will be 
March 19. Ina scientific program in the auditorium at Hurley 
Hospital, Flint, the following speakers will participate : Drs. 
Albert C. Furstenberg, dean, University of Michigan Medical 
School, Ann Arbor; George Papanicolaou, associate professor 
of anatomy, Cornell University Medical College, New York 
City; G. Gavin Miller, professor of surgery, McGill University 
Faculty of Medicine, Montreal, Canada; David Steel, radi- 
ologist, St. Joseph’s Hospital, Cleveland; Cornelius P. Rhoads, 
medical director, Memorial Hospital for the Treatment of 
Cancer and Allied Diseases, New York City. The evening 
program in the ballroom of the Durant Hotel is open to the 
public. Charles F. Kettering, Ph.D., Detroit, will be the 
speaker. 


MINNESOTA 


License Revoked.—On July 12, 1946 the Minnesota State 
Board of Medical Examiners revoked the license to practice 
medicine previously issued to Dr. Jerome Ettinger, Minneapolis, 
who had been convicted on theft charges. 

Reorganize State Health Department.—The Minnesota 
Department of Health, hitherto operating under nine divisions, 
has been reorganized under five sections: departmental admin- 
istration, preventable diseases, medical laboratories, environ- 
mental sanitation and special services. The chiefs of the five 
sections will also serve as an advisory council to Dr. Albert 
J. Chesley, Minneapolis, the executive health officer of the 
health department. 


NEW JERSEY 


Physician Sentenced.—According to the New York Tinmies, 
Dr. Leopold Brandenburg, Union City, has been sentenced to 
four to five years in state prison and fined $1,500 in connection 
with his conviction on Noy. 28, 1946 on charges of abortion 
(THE JourNAL, Feb. 9, 1946, p. 362). 

Amputee Clinic.—A month long amputee clinic opened 
February 3 at Hasbrouck Heights Hospital under the direction 
of Dr. Henry H. Kessler, Newark, former director of the navy 
amputation hospital at Mare Island, Calif. More than 200 
orthopedic surgeons, mostly from New York, New Jersey and 
neighboring states, as well as artificial limb manufacturers and 
persons who have undergone amputations will take part. 
Dr. Kessler hopes to bring the benefits of army and navy 
wartime research on amputation to the civilians in this country 
who have lost arms and legs. While there were 17,000 service 
men who suffered amputations during the war, the number of 
civilians who lost limbs during the same period is 120,000, 
Dr. Kessler said. His program includes five points: Patients 
should be shown by demonstration what their abilities will be 
with an artificial limb; there should be close cooperation between 
artificial limb design and the surgical types of amputations 
performed; medical supervision of the stump should be con- 
tinued until the artificial limb is properly fitted; design of the 
artificial limb should be suited to the occupation the patient 
expects to perform as well as to his general build; the patient 
should be educated at the hospital in the use of the artificial 
limb and its capabilities. ° 
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NEW YORK 


Personal.—Dr. Harry A. Steckel, director of Syracuse 
Psychopathic Hospital, retired February 1 after thirty-four years 
of service. He will also leave his position of professor of pys- 
chiatry, Syracuse University College of Medicine, to take up the 
position of neuropsychiatrist to the regional office of the Veterans 
Administration in Syracuse on a part time basis. 

Cancer Clinic.—A cancer prevention and detection clinic for 
doctors and nurses has been opened at Queens General Hospital, 
Jamaica. It is held on the second Monday of each month from 
6 to 9 p. m., examinations by appointment only. The clinic is 
sponsored by the Queens County Cancer Committee and is 
under the directorship of Dr. Leonard B. Goldman, Elmhurst. 

Public Health Nurses’ Examination.—A statewide open 
competitive examination for public health nurses will be held 
some time in April to fill the present 148 positions available in 
thirty-three counties. Entrance salaries range up to $2,409. 
Candidates must be graduates of an approved school of nursing, 
have completed an approved one year program of instruction 
in public health nursing or must have the equivalent of both. 
Persons interested are urged to write the State Department of 
Civil Service not later than March 21 requesting application 
forms and a detailed announcement. 

Plans to Stimulate Student Nurse Enrolment.—The 
New York State Nurses Association, district 1, has launched 
plans to stimulate enrolment of student nurses in all hospital 
schools for professional nurses in New York. Tentative recruit- 
ment plans include a proposal to issue a pamphlet or brochure 
to all women students in the senior classes of high schools in 
western New York, listing professional schools of nursing and 
describing admission requirements and curriculums offered. 
Greater emphasis will be placed henceforth on the desirability 
of a professional nursing education for well qualified students. 
In addition, a speakers’ bureau will be established. 

Examinations for Mental Hygiene Positions.—The state 
of New York aims to expand its treatment, training and 
research services in mental hygiene, child guidance and delin- 
quency prevention programs and has opened opportunities for 
professional workers in these fields who are residents of New 
York. Examinations will be held March 22. A senior and ar 
assistant research psychiatrist are needed for special projects 
of laboratory and clinical character in the department of mental 
hygiene, whose centers are located in Syracuse, New York 
City and Orangeburg. Research psychiatrists of the senior 
group also carry on some teaching activities at either Syracuse 
University College of Medicine or the College of Physicians 
and Surgeons at Columbia. The range of salary in the senior 
grade is from $4,560 to $5,700. For the assistant grade it is 
from $3,681 to $4,560. . Senior psychologists at $3,681 to $4,560 
a year are being sought for state and county departments and 
institutions. Junior psychologists at $2,268 to $2,806 are needed 
for institutions and for the departments of mental hygiene, 
division of prevention, Albany. Further information may be 
obtained by writing to the State Department of Civil Service, 
Albany, N. Y., stating positions in which one is interested: 
senior research psychiatrist, No. 4359; assistant research psy- 
chiatrist, No. 4332 i, senior psychologist, No. 4358; junior 
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psychologist, No. 4 
New York City 


Narcotic Violation.—Dr. I. Hugo Francese, 635 East 211th 
Street, Bronx, N. Y., was convicted in the United States Dis- 
trict Court at New York City of violation of section 2554(a) 
of the Internal Revenue Code and was sentenced on January 13 
to serve a term of eighteen months. 

Personal.—Dr. Sigmund L. Friedman, assistant adminis- 
trator of Beth Israel Hospital, Boston, has been appointed 
executive director of Sydenham Hospital, effective February 3. 
Dr. Friedman is a graduate of the college and medical school 
of New York University and served as resident in hospital 
administration at Montefiore Hospital for Chronic Diseases 
before going to Boston three years ago. Dr. Franklin M. 
Foote, New York, has been named medical director of the 
National Society for the Prevention of Blindness. Dr. Foote 
formerly was chief of the division of local health administration, 
Connecticut State Department of Health, and is now assistant 
protessor of public health in preventive medicine, Cornell 
University Medical College. Dr. Louis F. Bishop Jr. was 
named one of the honorary police surgeons of New York City 
in December by Mayor O’ Dwyer. 

Soot Fall Averages 112 Tons per Square Mile.—Mayor 
William O'Dwyer early this month called on forty municipal 
agencies, civic Organizations, medical societies and industrial 


groups in the metropolitan area to set up a “citizens’ committee” 
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to help clear the atmosphere of the New York area. Soot fall 
figures for 1946 average 112 tons each square mile, compared 
to a prewar average of 55 tons. Figures for 1936, the first year 
and only prewar year such an investigation was made, show 
an average of 105.6 tons in industrial areas. Dr. Israel Wein- 
stein, health commissioner, has a seven man squad of full time 
smoke inspectors in the field and expects to increase the force 
to thirty-five. Their work will be largely educational. Chief 
causes of soot fall are wrong fuel and improper firing. 


OHIO 


Dr. Jorpes of Stockholm to Lecture at Columbus.— 
The annual Alpha Omega Alpha lecture at the Ohio State 
University School of Medicine at Columbus will be delivered by 
Dr. Erik Jorpes of Stockholm, Sweden, in April. This will be 
one of a series of lectures which Dr. Jorpes will present while 
visiting this country. 

Public Welfare Appointments.—Dr. Mark W. Garry, for- 
mer director of the tuberculosis division of the Ohio Department 
of Health, has been appointed to the position of chief of tuber- 
culosis and internal medicine of the division of mental hygiene. 
Dr. Garry is a graduate of Marquette University School of 
Medicine and has been with the Department of Health since 1945. 
Dr. Elizabeth Bryan, formerly of Children’s Hospital, St. Louis, 
has been named medical director of crippled children’s service, 
under the division of social administration. 


PENNSYLVANIA 


Personal.—Dr. J. Norman White, Scranton, recently resigned 
as chief of staff of the Moses Taylor Hospital after many years 
of service——Joseph B. Cady, chief of the section of cardiology 
and thoracic medicine at the Robert Packard Hospital in Sayre, 
is the newly appointed medical director at the State Rheumatic 
Heart Clinic at Sayre. 

Philadelphia 

Forum on Biologic Warfare.— The potentialities and 
implication of bacteriologic warfare are the subject of discus- 
sion at a public forum to be sponsored by the Association of 
Philadelphia Scientists on Thursday, February 27. The meet- 
ing is an outgrowth of the study of the problem in international 
control of the implements of warfare undertaken by the council 
in accordance with a resolution approved by the membership 
of the association last November. Physicians and_ biologists 
who have assisted the council jnclude Dr. Edward L. Bortz, 
Lankenau Hospital, and Drs. Stuart Mudd and Harry D. 
Bruner and Thomas F. Anderson, Ph.D., of the University of 
Pennsylvania. Dr. Oram Woolpert, director of Camp Detrich, 
Frederick, Md., the biologic warfare research center of the 
army, was invited to attend. 


UTAH 


Cited for Clinical Investigative Work.—The department 
of obstetrics and gynecology of the University of Utah School 
of Medicine, Salt Lake City, was recently awarded the annual 
prize for 1946 by the Central Association of Obstetricians and 
Gynecologists for the best clinical investigative work. The 
research described in the paper was the work of Drs. Emil G. 
Holmstrom and Charles E. McLennan on “Menorrhagia Asso- 
ciated with Irregular Shedding of the Endometrium.” 


WEST VIRGINIA 


Child: Health Director.—Dr. Isabel Morgan, Ann Arbor, 
Mich., who has been on the staff of the School of Public Health 
at the University of Michigan for the past two years, has been 
appointed director of the division of maternal and child health, 
state health department, effective February 1. Dr. Norman G, 
Angstadt, Charleston, has been acting director of the division 
since the resignation of Dr. Lenore Chipman, Williamstown, 
Ky., in 1944. Dr. Angstadt has resigned to accept appoint- 
ment as director of the department of medical supervision of 
the school district of Reading, Pa. 


Governor Appoints Hospital Advisory Council.—A state 
advisory council has been appointed by Governor Clarence W. 
Meadows to consult with the state health department in carry- 
ing out the purposes of the Hill-Burton hospital construction 
act. The bill itself provides that an advisory council of laymen 
and physicians be designated before an application for funds 
can be approved. The physicians on the advisory council 
appointed by the governor are Paul H. Revercomb, Charleston; 
Oscar B. Biern and Robert J. Wilkinson, Huntington ; Marvin 
H. Porterfield, Martinsburg; Richard O. Rogers, Bluefield; 


William R. Laird, Montgomery, and Andrew FE. Amick, Lewis- 
burg. 
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College Health Conference.—The third National Confer- 
ence on Health in Colleges, the first meeting of its kind in 
more than ten years, will be held in New York City May 7-10, 
sponsored by thirty-five leading organizations in health and edu- 
cation. It is called to meet new health problems arising during 
the postwar period. 


Dr. Herwick Resigns.—Dr. Robert P. Herwick, medical’ 
director of the U. S. Food and Drug Administration since 
1938, has resigned and accepted an appointment as medical 
director of the Whitehall Pharmacal Company, a division of 
American Home Products Corporation. He will supervise 
product control and research. He has also resigned as a mem- 
ber of the Council on Pharmacy and Chemistry of the American 
Medical Association. 


Yellow Fever and Plague.—Public Health Reports lists 
the following number of cases of yellow fever reported through 
consular agents, international health organizations, medical 
officers in public health services and other sources for November 
1946: French Equatorial Africa 3 (including 2 suspected cases) 
and the Ivory Coast in Africa 1 case. The cases of plague 
reported for the same period include, among others, India 2,309, 
Burma 206, Madagascar 25, Siam 11 and Buenos Aires, Argen- 
tina, 8. These numbers should not be considered as complete 
or final as regards either the list of countries or the number 
of cases. 

Southwest Allergy Forum.—The Southwest Allergy 
Forum will meet March 31 and April 1 in the Washington- 
Youree Hotel, Shreveport, La. Dr. George L. Waldbott, 
Detroit, will open the session at 9 o'clock Monday, speaking 
on “Some Faults in Allergists’ Routine.” Other speakers 
include Drs. Bernhard Steinberg, Toledo, Ohio; Boen Swinny, 
San Antonio, Texas; Robert E. Stone, Birmingham, Ala. ; 
James H. Black, Dallas, Texas; Mr. Oren C. Durham, Chi- | 
cago; Dr. Tinsley R. Harrison, Dallas, Texas; Dr. Francis 
M. Rackemann, Boston, and Dr. Jerome Glaser, Rochester, 
N. Y. Round table discussions will be held on dermatologic 
allergy, treatment of hay fever and nutritional problems in > 
allergy. 

Awards to Medical Students.—Bent G. Boving, a junior 
student at Jefferson Medical College, Philadelphia, has been 
awarded the first prize, $500, in the 1946 competition sponsored 
by the Schering Corporation, Bloomfield, N. J., for his essay 
on “The Role of Hormones in Sterility.” The second prize, | 
$300, was awarded to William O. Maddock, a student of the | 
University of Oregon Medical School, and the third prize to 
Stonewall B. Stickney, Tulane University of Louisiana School 
of Medicine, New Orleans, and Lionel M. Mapp, McGill Univer- 
sity Faculty of Medicine, Toronto, each of whom received $200. 
These awards are offered annually to undergraduate students in 
the United States and Canada for the purpose of stimulating 
interest in endocrinology. 


Pan American Congress on Tuberculosis.—The seventh 
Pan American Congress on Tuberculosis will be held in Lima, 
Peru, March 17-22. The following fellows of the American 
~~ of Chest Physicians will be delegates: Drs. Chevalier 

L. Jackson, Philadelphia, chairman, Council on Pan American 
Affairs : Jay A. Myers, Minneapolis, editor, Diseases of the 
Chest; Richard H. Overholt, Brookline, Mass., first vice presi- 
dent; J. Winthrop Peabody, Washington, D. C., chairman, 
Council on Postgraduate Medical Education, and Mr. Murray 
Kornfeld, Chicago, executive secretary. The college main- 
tains active chapters in a number of the South American coun- 
tries and it is expected that a large delegation of physicians 
from those countries will attend its annual meeting at the 
Ambassador Hotel, Atlantic City, June 5-8. 

National Heart Week.—Beginning with National Heart 
Week February 9-15 and continuing through the year, the 
American Heart Association will carry out a program of 
research, service and education in an effort to concentrate on 
educating the public with regard to problems of heart disease. 
The association’s program calls for emphasis on educational 
work with schools, parent-teacher associations and other groups 
concerned with children because of the importance of rheumatic 
fever and heart disease among children. The war _ forcibly 
dramatized the need for a national program designed to retard 
the increase in cases of heart disease. Dr. Thomas Parran, 
surgeon general, U. S. Public Health Service, has pointed to 
the rise of -heart disease from fifth place as a cause of disease 
in 1900 to first place today. The modern physician, he says, 
knows that heart disease will kill about twice as many people 
this year as will cancer and about seven times as many as tuber- 
culosis. One out of every 20 persons suffers from diseases 
of the heart and blood vessels. 
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International Congress on Legal Medicine.—The second 
International Congress of the Infernational Academy of Legal 
and Social Medicine will be held in Belgium (Brussels and 
Liége) June 25-28. The activities will be divided into five 
sections: legal medicine in its applications to crime, social 
medicine, industrial medicine, medicolegal and social psychiatry 
and scientific police. The official languages will be English 
and French. The academy will take advantage of this oppor- 
tunity to promote a renewal of international cooperation in 
these fields of science. This cooperation will be established on 
a new basis, which will take largely into account the circum- 
stances borne of the late war. Persons who wish to present 
reports or read papers should notify without delay either the 
president of the congress, Prof. Dr. Maurice De Laet, Faculté 
de Medicine, 7 Rue de la Gendarmerie, Brussels, or one of the 
general secretaries, Prof. Dr. P. Moureau, 47 Rue Villette, 
Liége, and Prof. Dr. lrederic Thomas, 23 Kluyskensstraat, 
Ghent. 

Dr. Esmond Long Appointed Director of Research.— 
The National Tuberculosis Association has appointed Dr. 
Esmond R. Long director of its newly created Division of 
Research. While the association has had ‘a committee on medical 
research for years, its research activities are being expanded by 
bringing into the division the work on medical research, activi- 
ties in the field of social research, certain parts o: the statistical 
program and its expanding work on historical research. Each 
of these departments will be covered by a voluntary committee 
of the members of the association or a special group within 
the central office. The committee on medical research is being 
continued within the division under the chairmanship of Dr. H. 
Stuart Willis of the Maybury Sanatorium, Northville, Mich., 
and is cooperating intimately in such present day research as 
chemotherapy of tuberculosis, BCG vaccination and antibiotics. 
While much of the administrative work and the financial details 
of the new division will be handled in New York City, Dr. Long 
will continue his duties as director of Henry Phipps Institute 
for the study, treatment and prevention of tuberculosis of the 
University of Pennsylvania, which has taken part in the research 
work of the National Tuberculosis Association for many years. 
During the war Dr. Long was chief consultant on tuberculosis 
in the Surgeon General's Office and for a time also served as 
acting director of the tuberculosis service of the Veterans 
Administration. He continues to serve the Veterans Admin- 
istration and the army and also the U. S. Public Health Service 
as consultant on tuberculosis. 

The Toll of Accidents.—The National Safety Council 
reports that 100,000 persons died in accidents in 1946 and 
10,400,000 were injured. The estimated total economic loss 
from accidents was $5,600,000. This toll is 4 per cent above 
that of 1945; however, deaths of children from accidents in 
the 5 to 14 age group decreased 8 per cent. Deaths from 
accidents in 1946 as compared to 1945 were as follows: 


1946 1945 Change. 
Occupational (civilian) 6,500 16,500 0% 
Public (civilian not motor vehicle). 17,000 16,000 + 6% 


The 1946 all accident death | rate was 71.4 per hundred 
thousand of population, the cause of death being: falls 27,800, 
burns 10,200, a 3 per cent increase over 1945, drownings 7,300, an 
increase of 2 per cent, firearms 3,100, an increase of 24 per 
cent, and catastrophes in which the toll was at least 5 lives 
1,300. The greatest number of deaths, 34,000, occurred in the 
home. Disabling injuries in home accidents numbered 5,100,000, 
with a wage loss, medical expense and overhead costs of insur- 
ance totaling about $600,000,.000. The traffic death toll of 
33,500 was 19 per cent greater than in 1945 but below the all 
time high of 39,969 in 1941. In addition, 1946 traffic caused 
about 1,150,000 nonfatal injuries. All costs, including medical 
expenses, overhead costs of insurance and motor vehicle property 
damage was $1,050,000,000. Deaths from occupational’ acci- 
dents in 1946 totaled 16,500, about the same as in 1945. Dis- 
abling injuries from work accidents numbered about 2,050,000, 
with an economic loss totaling $2,350,000,000. The 1946 death 
total for public (not motor vehicle) accidents was approxi- 
mately 17,000, an increase of 6 per cent from 1945. Nonfatal 
disabling injuries numbered about 2,100,000. Wage loss, medi- 
cal expense and overhead cests of insurance totaled about 
$400,000,000. Fatal airplane accidents in domestic operation 
of scheduled air transports during 1946 numbered 12, with a 
death toll of 107, including 75 passengers and 32 .crew mem- 
bers. This is a decrease of 43 per cent from the 1945 rate 
per hundred million passenger miles. Railroad accidents for 
the first eleven months of 1946 took a toll of 3,928 persons, 
a 7 per cent decrease from 1945. Resulting injuries dropped 
15 per cent to a total of 49,049. 
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LATIN AMERICA 


Allergy Clinics in South America.—Dr. Fred W. Wittich, 
Minneapolis, chairman Executive Committee International Asso- 
ciation of Allergists, has just returned from holding conferences 
with allergy societies and allergy departments of the medical 
schools of South American countries and Cuba. The following 
countries have well organized allergy units in all the medical 
school polyclinics: Colombia at Bogota; Peru at Lima; Chile 
at Santiago; Argentina at Buenos Aires, Cordoba, La Plata 
and Rosario; Uruguay at Montevideo, and Brazil at Rio de 
Janeiro and Sao Paulo. In Havana there are allergy clinics 
at the Hospital de Maternidad Obrera and at the Asociacion 
Canaria Hospital of Havana. The Argentine government has 
established a National Institute of Allergic Diseases, and allergy 
diagnostic clinics are being established in rural and large 
centers. All the allergy societies of the countries mentioned 
are members of the International Association of Allergists. 
Spanish literature on allergy is accumulating fast. A_ close 
integration of the various departments exists in teaching allergy. 
A number of the allergists have spent one to two years of study 
in the United States at leading allergy clinics. In general, an 
excellent spirit of cooperation was noted among the Latin 
American allergists. 


FOREIGN 


Influenza in Sweden.—The New York Times reports that 
one fourth of the population of Sweden has been stricken with 
influenza. To help combat the epidemic 2,000 vials of influenza 
virus vaccine were shipped from La Guardia field, New York, 
February 6. 

Foundation Terminates Grants to China College.—The 
Rockefeller Foundation has made its terminal contribution of 
$10,000,000 to the China Medical Board, Inc., for the support 
of Peiping Union Medical College, making a total of $44,652,490 
it has appropriated to the college since 1915. The institution 
has graduated 350 doctors and 178 nurses, and more than 3,000 
men and women have taken postgraduate studies. During the 
war thirteen of the seventeen nursing schools in free China 
were headed by graduates of the college’s school of nursing. 

uring the war years the college was in the hands of the 
Japanese and about 50 per cent of its medical equipment was 
removed. Dr. Harold H. Loucks, representative of the China 
Medical Board said “The commission was prompted by the 
looting of the medical school’s equipment and the government 
postwar medical problem in China.” Since early in 1946 the 
buildings have been used as executive headquarters of the peace 
commission endeavoring to arrange peace between the Chinese 
National Government and the Communists in that area. No 
date has been set for the resumption of the regular work at 
the college and hospital. 


Marriages 


Artuck Bettorr Jr., Memphis, Tenn., to Miss 
Grace Nadene Curde of Watauga in Elizabethton September 21. 

GREGORY EpwARD FLYNN, Sea Girt, N. J., to Miss Margaret 
Lorraine Nugent of Lawrence, Mass., in Seattle October 19, 

_ Henry CLark Jr., Rochester, N. Y., to Miss Blanche 
Evelyn Burrus of Canton, N. C., October 1. ‘ 

CHARLES EuGene YerarGin, Greenville, S. C., to Miss Jean 
Shaw of Boston in Laurens September 6. 

Epwarp Ritey CANNon, Andover, N. Y., 
Johanna Garvin of Oneida September 16. 

RaLpn Stuart Crayton, Ripley, _Miss., 
McFatridge of Coldwater August 27. 


to Miss Katherine 


to Miss Mary Bess 


Joun J. Hartrorv, Salina, Kan., to Miss Katharine Ann 
Kufahl of Emporia October 19. 
Linus Worta Hewir to Miss Thelma Jane Hughey, both 


of Tampa, Fla., September 28. 
WyetH Hamutn, Palmyra, Mo., 
of Clinton, LL, September 19. 
Ricnarp Hucr Woop, Atlanta, Ga., 
Melton in Macon August 24. 


Harry Fisuperx, New Orleans, to Miss Lela Marion Hewes 
of Biloxi, Miss., October 3. 

Swirt C. Biack, Springfield, S. C., 
of St. Paul August 19. 


Morton H. Epetman to Miss Hilda Wyner, both of New 
York September 12. 


to Miss Mary Ann Gardner 


to Miss Nell Lawson 


to Dr. SUSANNE GEIST 
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Deaths 


George Albert Ingrish ® Chicago; University of Illinois 
College of Medicine, Chicago, 1931; professor of urology at 
the Cook County Graduate School; specialist certified by the 
American Board of Urology; member of the American Uro- 
logical Association; served during World War II; attending 
urologist, Illinois Central Railroad; affiliated with the Cook 
County Hospital, Evangelical Deaconess Hospital, Englewood 
Hospital, Holy Cross Hospital, Roseland Hospital, Woodlawn 
Hospital and the Little Company of Mary Hospital, where he 
died Dec. 17, 1946, aged 40, of acute leukemia. 

Arthur Franklin Barnett ® Eugene, Ore.; Rush Medical 
College, Chicago, 1904; served as president of the Lane County 
Medical Society and the Central Willamette Medical Society ; 
specialist certified by the American Board of Radiology ; mem- 
ber of the American College of Radiology; on the staff of the 
Sacred Heart Hospital, where he died Noy. 29, 1946, aged 66, 
of gastrointestinal hemorrhage. 

Edward Francis Besser, Newton, Iowa; College of Phy- 
sicians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1900; member of the American Medical 
Association; died Nov. 21, 1946, aged 71, of coronary occlusion. 

Andrew Baxter Byerly, Cooleemee, N. C.; University 
College of Medicine, Richmond, 1896; member of the American 
Medical Association ; affiliated with the Rowan General Hos- 
pital in Salisbury; died Nov. 4, 1946, aged 77, of coronary 
occlusion. 

Herbert A. Chipman, Stoughton, Wis.; the Hahnemann 
Medical College and Hospital, Chicago, 1890; for many years 
health officer; served as alderman; died in the Stourton Hos- 
pital Dec. 13, 1946, aged 81, of uremia. 

Frederick Charles Horsford, West Point Pleasant, N. J.; 
Columbia University College of Physicians and Surgeons, New 
York, 1900; also a graduate in pharmacy; served during World 
War I; affiliated with the Presbyterian, City and St. James 
hospitals, all in Newark; formerly on the staff of the State 
Hospital, Greystone Park; died Dec. 8, 1946, aged 75, of coro- 
nary occlusion. 

Douglas Jennings, Bennettsville, S. C.; Medical College 
of the State of South Carolina, Charleston, 1919; member of 
the American Medical Association and the Southeastern Sur- 
gical Congress; past president of the South Carolina Medical 
Association and the Tri-State Medical Association of the 
Carolinas and Virginia; on the staff of the Marlboro County 
General Hospital; trustee of his alma mater and the city 
schools; died in the Roper Hospital, Charleston, Dec. 1, 1946, 
aged 52, of coronary thrombosis and hypertension. 

Edward Stanton Jones, Girard, Pa.; Ohio Medical Uni- 
versity, Columbus, 1902; served during World War I and on 
the staffs of various Veterans Administration hospitals; died 
in Hamot Hospital, Eric, Dec. 8, 1946, aged 74, of arterio- 
sclerotic heart disease. 

William Joseph McKillip © Milwaukee; Marquette Uni- 
versity School of Medicine, Milwaukee, 1916; specialist certified 
by the American Board of Urology; for many years urologist 
for the city health department; served during World War I; 
on the staffs of the Misericordia and Evangelical Deaconess 
hospitals; consulting urologist, Veterans Administration Hos- 
pital in Wood; died Dec. 9, 1946, aged 59, of coronary occlusion. 

Herbert Albert Maillet, Butte, Mont.; School of Medicine 
and Surgery of Montreal, Faculty of Medicine of the Univer- 
sity of Laval at Montreal, 1903; at one time official examiner 
for the Montana State Athletic Commission; on the staff of 
St. James Hospital; died in Rochester, Minn., Dec. 1, 1946, 
aged 69, of carcinoma of the bladder. 

Edwin Alonzo Mason, Troy, N. Y.; Albany (N. Y.) 
Medical College, 1902; on the staffs of the Leonard and 
Samaritan hospitals; died Dec. 12, 1946, aged 70, of cerebral 
hemorrhage. 

Helen B. Molnar-Sasko ®@ Chicago; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1903; died Nov. 21, 1946, aged 71, of arteriosclerotic 
heart disease. 

Charles A. Moulton, Hartland, Maine; Medical School of 
Maine, Portland, 1884: member of the American Medical 
Association; past president and honorary member of the Maine 
Medical Association; trustee of the Scott-Webb Memorial 
Hospital; died Dec. 7, 1946, aged 86, of coronary occlusion. 
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Edward William Mueller © Chicago; Rush Medical Col- 
lege, Chicago, 1902; fellow of the American College of Sur- 
geons; on the staff of the Ravenswood Hospital; died Dec. &, 
1946, aged 66, of coronary occlusion. 

Francis Jeremiah Vincent O’Brien, Rochester, N. Y.; 
Columbia University College of Physicians and Surgeons, New 
York, 1899; served during World War I; on the staff of 
St. Mary’s Hospital; died Dec. 6, 1946, aged 74, of cerebral 
hemorrhage. 

George Stewart Ogden, Brooklyn; 
College and Hospital of Philadelphia, 
American Medical Association ; 
Heights Hospital; died Dec. 10, 
of the bladder. 

I. Davis Ozmun, Miami, Fla.; Syracuse University Col- 
lege of Medicine, 1888; died in the Sun-Ray Health Resort 
Dec, 9, 1946, aged 90, of shock due to fractured femur received 
in a fall. 

Eugene Constantine Piette, Oak Park, Ill.; University 
of Kharkov Faculty of Medicine, Russia, 1917: specialist cer- 
tified by the American Board of Pathology, Inc. : served as 
associate professor of pathology on the faculty of the Univer- 
sity of Illinois College of Medicine in Chicago ; formerly on 
the faculty of his alma mater; served in the Russian army 
during World War [; author of several books; affiliated with 
the West Suburban Hospital, where he died Dec. 4, 1946, aged 
54, of cerebral hemorrhage. 

James Alonzo Poling, Freeport, Ill.; Northwestern Uni- 
versity Medical School, Chicago, 1893; member of the American 
Medical Association; formerly city health commissioner and 
district health officer; served on the staff of St. Francis Hos- 
pital; died in a hospital at Moline recently, aged 79, of arterio- 
sclerotic heart disease. 

Elmer S. Protzman, Kenton, Ohio; Medical College of 
Ohio, Cincinnati, 1895; member of the American” Medical Asso- 
ciation; served during World War I; died in the San Antonio 
Hospital Dec. 4, 1946, aged 74, of arteriosclerosis. 

Samuel Arthur Purves @ Des Plaines, Ill.; University of 
Illinois College of Medicine, Chicago, 1934; interned at the 
Augustana Hospital in Chicago; on the staff of St. Francis 
Hospital in Evanston; member of the board of health in Des 
Plaines; died Dec. 11, 1946, aged 37, of injuries received when 
his automobile collided with a bus. 

Emil Arthur Rach @ Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1906; formerly on the faculty of the Loyola Uni- 
versity School of Medicine; an obstetric consultant for the 
city health department; head of the obstetric department at 
St. Bernard's Hospital, where he was past president of the 
hospital staff; died in St. George Hospital Dec. 7, 1946, aged 
67, of coronary thrombosis. 

Claude E. Ragsdale, Trafalgar, Ind.; Medical College of 
Indiana, Indianapolis, 1894; died in Indianapolis Sept. 14, 1946, 
aged 77 

Warren Henry Ristine, Crawitordsville, Ind.; Bellevue 
Hospital Medical College, New York, 1877; member of the 
American Medical Association; for many years president of 
the school board; died in Lakeland, Fla., Dec. 5, 1946, aged 96, 
of senility. 

William Wellington Ryerson @ Port Huron, 
Detroit College of Medicine, 1911; 
U. S. Public Health Service ; 


Hahnemann Medical 
1898: member of the 
on the staff of the Prospect 
1946, aged 72, of carcinoma 


Mich. ; 
formerly associated with 
on the staff of the Port Huron 


Hospital; died Dec. 6, 1946, aged 58. 
Elmer Alexander Scherrer, Denver; Washington Uni- 
versity School of Medicine, St. Louis, 1897; member of the 


American Medical Association ; 
can War; for many years on the staff of the Mercy Hospital; 
died Oct. 26, 1946, aged 71, of coronary thrombosis. 

Samuel Harold Sedwitz ® Youngstown, Ohio; 
and Bellevue Hospital Medical College, New 
fellow of the American College of Surgeons; on the associate 
staff of the Youngstown Hospital; died in the North Side 
Unit of the Youngstown Hospital Dec. 6, 1946, aged 54, of 
cirrhosis of the liver. 

John J. Stitt, Risingsun, Ohio; Ohio Medical University, 
Columbus, 1896; member of the American Medical Association ; 
died recently, aged 77, of arteriosclerosis. 


George Homer Zimmerman, Caldwell, Ohio; Ohio State 
University College of Medicine, Columbus, 1917; secretary- 
treasurer and past president of the Noble County Medical 
Society; on the staffs of the Bethesda Hospital in Zanesville 
and the Memorial Hospital in Marietta; died Oct. 7, 1946, 
aged 57, of coronary thrombosis. 


veteran of the Spanish-Ameri- 


University 
York, 1914; 
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Foreign Letters 


LONDON LETTER 
(From Our Regular Correspondent) 
Jan. 27, 1947. 


A Blood Group Reference Laboratory 


The great increase in the practice of blood transfusion in 
civilian practice which has developed out of its extensive use 
in the war has been reported in previous letters to Tne JOURNAL. 
The blood transfusion service established for the treatment of 
civilians who were injured in the attack on this country from the 
air has been maintained in peace by the government. The 
Galton Laboratory Serum Unit of the Medical Research Coun- 
cil was established at Cambridge and was closed last May. 
The director, Dr. R. R. Race, then took charge of a new blood 
group research unit of the council at the Lister Institute, London. 
His assistant at Cambridge, Dr. A. E. Mourant, has been 
appointed director of the new blood group reference laboratory 
of the Ministry of Health, which will provide grouping serum 
and investigate clinical blood group problems. This laboratory 
is also housed at the Lister Institute, and its juxtaposition to the 
research unit will ensure a close association between theory and 
practice. Hospitals and doctors in need of grouping serum 
must in the first instance apply to their local regional transfusion 
service, through which it will be issued. 


Cancer Research 


In its twenty-third annual report, for 1946, the British Empire 
Cancer Campaign announced an active program for the present 
year. The scientific advisory committee will be enlarged by the 
inclusion of separate biochemical, biologic and physical sub- 
committees, each consisting of experts in their own branches 
but subject to coordination by the parent committee. Much 
attention will be given to the relation of viruses to cancer; the 
grand council has been asked to provide $100,000 for the 
purpose. The government research committee on the medical 
and biologic applications of nuclear physics will include what 
the campaign would otherwise have undertaken on the effects 
of radiations of various wavelengths on vascular endothelium 
and other components. A central consultant panel in morbid 
histology, available throughout the country, has been formed 
by the campaign to assist, in conjunction with the Pathological 
Society and the national radium commission, in the diagnosis 
of obscure pathologic material. Other innovations are a 
scholarships and fellowships committee and a Hospital Physicists 
Association. The former will enable the campaign to recruit 
new workers, and the latter will serve as a kind of library of 
physical data too extensive for full publication in journals. 

Finally, the campaign announces a new journal the British 
Journal of Cancer, which will be its official organ. The first 
number wili appear in the spring. The annual subscription 
will be $8.40, and the publishers will be Messrs H. K. Lewis 
& Co. Ltd., 136 Gower Street, London, W. C. 1. 


Exhibition Showing the Conquest of Disablement 
The Ministries of Labor, of National Service and of Health 
have opened an interesting exhibition in London entitled “And 
So to Work,” which is another example of the great attention 
being paid to rehabilitation. The disabilities concerned may be 
due to war service, physical weakness or illness. The exhibition 
shows what can be done to rehabilitate the victim. There are 
75 operators taking part in the exhibition, of whom 44 are 
ex-service men, including some wounded in the war of 1914-1918. 

The remainder are civilians disabled by accident or disease. 
The disabilities of the operators include loss of both arms 
end loss of hearing, sight or speech. Of blind operators three 
civilian shorthand typists and two ex-service telephonists are 
employed by the Ministry of Labor. At the exhibition may be 
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seen draftsmen, dressmakers, boot and shoe makers, type- 
writer mechanics, saddlers, diamond polishers, tailors, printers, 
watch and clock repairers, basket makers, spectacle frame 
makers and artificial leg makers, all following their crafts 
with uncanny efficiency. An automobile firm (Vauxhall 
Motors Ltd.) shows as a separate exhibit its own scheme for 
bringing back to work the disabled, whether from war wounds 
or from accidents in civil life. 


Retirement of a Great Venereologist 

Col. L. W. Harrison, adviser on venereal diseases to the 
Ministry of Health since 1919, has retired. He has been 
associated with the control of these diseases for nearly half a 
century and is the leading authority on the subject. In recogni- 
tion of his work the American Social Hygiene Association 
awarded him the William Freeman Snow medal for 1946. 
This annual reward for distinguished service to humanity is a 
medical replica of the portrait plaque, which in 1937 was 
presented to Snow to mark his fortieth year of service in the 
field of public health and social hygiene. Appointed as patholo- 
gist to the Rochester Row Military Hospital, London, in 1909, 
Harrison did pioneer work in devising aids to the diagnosis of 
venereal diseases. He played a leading part in investigating 
the efficacy of arsphenamine. In 1915 he took charge of the 
Venereal Disease Military Hospital established at Le Havre 
in the first world war and the only one in France at the time. 
In the following year he took command of the Military Hospital, 
Rochester Row, and became adviser on venereal disease to the 
War Office. From 1919 onward he combined the work of 
adviser on venereal disease to the Ministry of Health, with 
directorship of the venereal diseases department, St. Thomas's 
Hospital. 

During his first twenty years at the Ministry of Health 
considerable progress was made in the control of venereal 
disease. Clinical attendances indicate that early syphilis 
decreased by about two thirds between 1920 and 1939. It is 
estimated that the incidence of venereal disease in British 
troops stationed in this country in the recent war was only two 
fifths of the rate in the first world war. But in the recent war 
there was a steep increase, favored by war conditions, from 
1940 onward. Thus the incidence of early syphilis increased 
from 4,986 in 1939 to 10,741 in 1945. Harrison's last years at 
the ministry were marked by an energetic campaign against 
venereal disease. Increased facilities were provided for diagnosis 
and treatment, and a regulation was made to control the spreader 
of venereal disease. Harrison is the author of “The Diagnosis 
and Treatment of Verereal Diseases in Genergl Practice,” which 
has reached a fourth edition, and other books. 


SPAIN 
(From Our Regular Correspondent) 
Maprip, Dec. 24, 1946. 


Medical Congresses 
DERMATOLOGY 

On May 16-18, 1946, the first Hispano-Portuguese Derma- 
tology Congress was held in Valencia, combined with the fourth 
national meeting of Spanish dermatologists. These assemblies 
were attended by dermatologists from all parts of Spain, headed 
by Professors Peyri Rocamora (Barcelona), Gay Prieto 
(Madrid) and Vilanova (Valencia). The president of the con- 
gress was Professor Sainz de Aja. The Portuguese represen- 
tatives were led by Professor Sa Penella, of Lisbon. 

The first report, on leprosy, was divided into three parts: on 
general pathology of the leprous infection, by Dr. Gonzalez 
Medina, anatomoclinical forms and classifications of leprosy, by 
Dr. Contreras Duefias, and the epidemiologic map of leprosy, by 
Dr. Berjillos del Rio. 

The second report, on psoriasis, was dealt with in four papers : 
the etiology, pathogeny and internal treatment of psoriasis, by 
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Dr. Mercadal Peyri, clinical forms, evolution and external treat- 
ment of psoriasis, by Dr. Senra Calvo, the pathology of psoriasis, 
by Dr. Esteller Luengo, and the differential diagnosis of psoria- 
sis, by Dr. Lopez Martinez. 

The third report, on penicillin in dermovenereology, was read 
by Dr. Alvarez Lowell. 

Important communications were also read on all these sub- 
jects and on eczema, syphilis, gonorrhea, Nicolas-Favre’s dis- 
ease, leishmaniasis, cutaneous tuberculosis, skin tumors, allergic 
dermatoses, erythematodes acutum, Besnier-Boeck-Schaumann’s 
syndrome, metabolic dermatoses, sclerodermia, pigmentary urti- 
caria and other matters, some of them historical. The members 
of the congress visited the Lepers’ Hospital, for 350 patients, at 
Fontilles, the best institution of its kind in Spain. Finally, it 
was agreed to hold the next meeting in Lisbon. 


UROLOGY 

From June 17 to June 22 the fifth Hispano-Portuguese Urol- 
ogy Congress met in the Royal Academy of Medicine in Madrid 
under the presidency of Professor Pedro Cifuentes of the Prin- 
cesa Hospital. Professor Gil Vernet of Barcelona read a paper 
on carcinoma of the prostate and its treatment, the Portuguese 
physicians Reynaldo Dos Santos, Bastos, Carneiro, Moraes and 
Dos Santos Jr. intervening in the debate besides the Spaniards 
Oreja, Paez, Cifuentes, Picatoste and Puigvert. There were 
discussions on renal anomalies, sympathetic surgery, penicillin in 
urology and parathyroid and renal lithiasis. Those taking part 
were Drs. Ipiens, Moraes, Maza, Moysés, Paez, Serrallach, 
Da Silva, de la Pefia, Laires, Levy, Pinheiro, Ravara, Dos San- 
tos and Dos Santos Jr., Picatoste, Ribeiro, Osuna, Martinez, 
Martinho, Molina and Alcala. Surgical demonstrations were 
presented by Dr. Gil Vernet in the General Hospital, by Dr. Dos 
Santos Jr., in the Red Cross Hospital and Dr. A. de la Pefia in 
the Ruber Nursing Home. It was agreed to hold the next con- 
gress in 1948 in Portugal, with Dr: Cid Dos Santos, for Portu- 
gal, expounding the subject of sympathetic surgery in urology 
and, for Spain, Dr. L. Cifuentes Delatte dealing with nonspecific 
cystitis. Both these doctors have been doing important work 
on their respective subjects in the last few years. It is worth 
pointing out that for this congress the organizing committee was 
appointed by the Public Health Department of the Ministry of 
the Interior without any free election of its members, since the 
appointments thus made for the last congress, held in Cadiz, 
were canceled by the actual state authorities. 


OPHTHALMOLOGY 

Finally, between September 9 and 14, we had the twenty- 
fourth assembly of the Hispano-American Ophthalmology 
Society at La Toja Spa in Galicia under the presidency of the 
Catalan professor Dr. H. Arruga, who ultimately withdrew in 
favor of Dr. E. Diaz Caneja, the director of the Valdecilla 
Health Center in Santander. There were debates on a long 
communication on the etiopathogeny of Glaucoma drawn up by 
Dr. Moreu, assistant professor of ophthalmology in the Valencia 
Faculty of Medicine; and Drs. E. Diaz Caneja, Soria, Leoz, 
Marin Amat, Costi and others participated in the discussions. 
Dr. Echeverri of Santiago de Compostela read a paper on the 
classic concepts and new ideas concerning the embryology of 
the eyeball. Many papers were read, special mention being due 
to Professor B. Carreras Duran’s on technical contributions to 
dacryocystorhinectomy and ocular manifestations of congenital 
porphyria, Dr. Martin Amat’s on the importance of deep suture 
for the success of dacryocystorhinectomy, Drs. Costi and Larru’s 
on the treatment of ocular neoplasia by Chaoul’s x-ray technic, 
Dr. H. Arruga’s on simplified measurable tenotomy. Dr. Leoz 
Ortin’s on postoperative endogenous ocular infections and the 
cataract operation in high myopia states and Dr. Costi’s on 
peripupillary ectasia of the sclerotic. At the next congress, to 
be held in 1950, the subject for debate will be introduced by 
Dr. Mata, who will speak on retrobulbar neuritis. 
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(From Our Regular Correspondent) 
Rio dE JANEIRO, Jan. 15, 1947. 


Cardiac Lesions in Pulmonary Tuberculosis 

In a recent paper Dr. Jairo Ramos of the Sao Luis Gonzaga 
Hospital of Jassanan, Sao Paulo, reports a study of 107 cases 
of cardiac lesions in patients with chronic pulmonary tuberculosis, 
Among these cases a well characterized cardiac failure was 
the apparent cause of death, although 31 more cases presented 
typical hepatic changes as a consequence of right ventricular 
failure without any other sign of circulatory disturbance. Of 
the 107 cases, 47 were selected for special study, since they 
presented dilatation and hypertrophy of the right ventricle, 
or at least of its arterial orifice. In 20 cases the heart was 
perfectly normal. It is interesting that the pulmonary lesions 
were almost equally prevalent in the cases with or without 
cardiac lesions. Thus the author believes that the type and 
the extent of the chronic pulmonary lesions do not seem to be 
the main causative factors of the cardiac changes disclosed 
by postmortem examination. 

In a study of associated lesions in cases with or without 
cardiac changes, the author concluded that pleural lesions, 
such as adhesions and partial or total fusion, do not seem to 
be the main causes of cardiac changes. Pulmonary emphysema 
seems to be of little import as a cause of disturbance of the right 
ventricle. Very important are chronic empyema and extensive 
areas of pulmonary atelectasis, and those anatomic changes 
did occur more frequently in patients with cardiac lesions, 
particularly in cases in which dilatation and hypertrophy of 
the right ventricle were present. 


Carcinoma of the Pancreas 

Drs. A. Penna de Azevedo and Rita A. Cardoso of the 
Oswaldo Cruz Institute, Rio de Janeiro, have published a 
review of 6,823 records of postmortem examinations performed 
at the Division of Pathology from 1919 to 1944, by Drs. 
Magarinos Torres, Eudoro Villela, Burle de Figueiredo and 
Eitel M. Duarte. The report disclosed the existence of 686 
cases of cancer of different organs, among which were 28 of 
primary carcinoma of the pancreas, giving a rate of 0.4 per 
cent of primary carcinoma of the pancreas in the total number 
of postmortem examinations and of 4.1 per cent in the series 
of cases of cancer. The tumor was localized in the head of the 
pancreas in 20 of the cases (71.4 per cent), in the tail in 
1 case (3.5 per cent) and was diffuse in 5 cases (17.8 per cent). 
There was no record of location in 2 cases (7.1 per cent). 
The predominant histologic type was the adenocarcinoma, 
recognized in 21 of the cases (75 per cent), the rest being 
of acinous carcinoma. As a rule the cirrhotic type was observed, 
and in some of the cases the formation of mucin was conspicuous. 

The incidence of metastases was 95 per cent (20 cases) 
in the 21 cases of adenocarcinoma, and 100 per cent (7 cases) 
in the cases of acinous carcinoma. The incidence rate of 
metastases in the different organs, in decreasing order, was 
liver and lymph nodes 70.3 per cent each, peritoneum 25.9 per 
cent, lungs 22.2 per cent, adrenals 18.5 per cent and the pleura, 
spleen and kidneys 7.4 per cent each. In only 1 of the cases 
metastasis was not present. The largest concentration of 
cases occurred in the age group 40-59 years, with 11 cases, 
or 39.3 per cent, of the total. 


Death of Dr. Estellita Lins 
Dr. A. Estellita Lins, a urologist and professor at the 
Faculdade de Ciencias Medicas of Rio de Janeiro, died at the 
age of 57. Dr. Lins, a member of the Brazilian College of 
Surgeons and of the National Academy of Medicine, had 
served in the medical corps of the Brazilian Expeditionary 
Force in Italy during the war. 
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Bureau of Investigation 


MISBRANDED PRODUCTS 


Abstracts of Notices of Judgment Issued by the 
Food and Drug Administration of the 
Federal Security Agency 

{[EprrorraL Note.—These Notices of Judgment are issued 
under the Food, Drug and Cosmetic Act, and in cases in which 
they refer to drugs and devices they are designated D. D. N. J. 
and foods, F. N. J. The abstracts that follow are given in the 
briefest possible form: (1) the name of the product; (2) the 
name of the manufacturer, shipper or consigner; (3) the date 
of shipment; (4) the composition; (5) the reason for the charge 
of misbranding, and (6) the date of issuance of the Notice of 
Judgment—which is considerably later than the date of the 
seizure of the product and somewhat later than the conclusion 
of the case by the Food and Drug Administration. ] 


Armstrong’s Drops.—F. E. Bucklin Company, Los Angeles. Labeled in 
part: “Manufactured for Armstrong Drop Co., So. Pasadena, Cal.” 
Shipped May 17 and Oct. 27, 1943. Misbranded because label failed to 
give accurate statement of quantity of contents, which were less than 
declared amount.—[D. D. N. J., F. D. C. 1238; June 1945.) 


Beawun Vitamin B; Tablets.—American Nutrition Company, Chicago. 
Shipped May 18, 1943. Composition: approximately 1 milligram of 
vitamin Bi per tablet. Misbranded because falsely represented in labeling 
to prevent and correct digestive disorders, —, beri beri, delirium 
tremens and many other disorders.—[D. D. N. J., F. D. C. 1242; June 
1945.] Also misbranded — provisions of the law applicable to foods, 
as reported in F. N. J. 


Class’ Vitamin, Mineral and Herb Formula.—Granville Class Labora- 
tories, Dayton, Ohio. Shipped Aug. 19 and 25, 1943. Composition: water, 
glycerin-and alcohol, caffeine, phosphate compounds, plant extractives and 
a trace of saccharin. Misbranded because label falsely represented product 
to be valuable for its vitamin and mineral content, correcting poor health, 
nervousness and poor appetite through its vitamins, minerals and herbs, 
whereas it was not a significant source of these elements.—[D. D. ” 
F, D. C. 1243; June 1945.] Also misbranded under provisions of the ‘law 
applicable to foods, as reported in F. N. J. 7342. 


Colestin Natural Mineral Water.—Colestin Mineral bang 9 Company, 
Medford, Ore. Shipped Sept. 8, 1943. Composition: about 0.29 per cent 
of dissolved mineral matter reported. Misbranded because “tube falsely 
represented product as effective for kidney, stomach and rheumatic troubles, 
biliousness and similar conditions—[(D. D. N. J., F. D. C. 1183; June 
1945.). 


Dextro-Quinine.—-Distributor not reported. Shipped Aug. 27, 1942. 
Composition: plant extractive material, about one half of which had 
alkaloidal characteristics. Misbranded because name falsely represented 
that product was quinine or a dextro-rotatory isomer of quinine.—[D. D 
N. J., F. D. C. 1140; June 1945.) 


Dr. Marshall’s Scalp Medications.—T. Noonan & Sons Company, Boston. 
Shipped May 28 and July 30, 1943. Treatment consisted of four products: 
Scalp Cream No. 1 was a mixture of sulfur, salicylic acid and tar oils in 
a base of petrolatum and lanolin. Misbranded because label falsely 
represented product as efficacious in treating oily dandruff and psoriasis. 
Scalp Cream No. 3 contained sulfur, balsam of Peru and betanaphthol in 
a petrolatum and lanolin base. Misbranded because falsely represented 
as efficacious in treating falling hair or bald spots. Scalp Lotion A con- 
sisted essentially of betanaphthol, quinine, resorcinol and a saponifiable oil 
such as castor oil, with alcohol and water. Falsely represented as a com- 
petent treatment for psoriasis or oily dandruff. Scalp Lotion B was a 
mixture of betanaphthol, resorcinol, alcohol and water, perfumed with 
aromatic oils. Misbranded because falsely represented as an efficacious 
treatment of oily hair, oily dandruff or psoriasis. The two Lotions were 
further declared misbranded because labels did not declare amount or 
proportion of alcohol present.—[D. D. F. D. C. 1239; June ys 
In the same month another Notice of Fudgment | dD. 
1193) was issued against Scalp Lotion A and Scalp Lotion B. 


Eli-606 Capsules.—Ainsworth Specialty Company, Kansas City, Mo. 
Shipped Jan. 21, Composition: in each capsule 0.154 grain of 
sodium cacodylate, 0.89 grain of methenamine, 0.386 grain of acetanilid, 
0.49 grain of calcium phosphate, and 0.476 grain of sodium phosphate. 
Adulterated because most ingredients were present in smaller amounts 
than declared on label. Misbranded for the same reason, and because 
of label misrepresentations as to product’s efficacy as a urinary antiseptic, 
blood cleanser and substitute for, or supplement to, intravenous medica- 
tion in venereal and other diseases.—[D. D. N. J., F. D. C. 1151; June 
1945.) 


Fairyfoot for Bunions.—-Fairyfoot Products Company, Chicago. Shipped 
August 6 and .Nov. 17, 1943. Composition: adhesive plaster pads con- 
taining benzocaine and a small amount of an iron compound. Misbranded 
because of false label representation that product gy effective in stopping 
the pain and reducing the size of a bunion.—[D. D. N. J., F. D. C. 1236; 
June 1945.) 
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Golden Key Antiseptic Medicated Cream.—Windsor Chemical Labora- 
tories, Philadelphia. Shipped July 12, 1943. Composition not reported. 
Misbranded because label failed to bear accurate statement of quantity of 
contents.—[D. D. N. J., F. D. C. 1240; June 1945.) 


Hamby’s Dawson Springs Water.—Dawson Springs Water Company, Inc., 
Dawson Springs, Ky. Shipped March 25, 1943. Composition: essentially 
epsom salt, sodium sulfate, and water, with small amounts of sodium 
chloride and calcium sulfate. Misbranded because, among other things, 
label did not warn that a laxative should not be used when abdominal 
pains, nausea, vomiting or other symptoms of appendicitis are present, 
and because labeling falsely represented, among other things, that the 
product was essentially a natural spring water, an alterative and blood 
tonic, would heal mucous membranes and help many disorders, including 
diabetes, liver and kidney complaints, rheumatism, Bright’s disease and 
gallstones.—[D. D. N. J., F. D. C. 1155; June 1945.) 


Neison’s Antacid Powder.—Cleveland Druggists Specialties Company 
(Great Lakes Laboratories), Cleveland. Shipped May 25, 1942. Composi- 
tion: essentially compounds of sodium, calcium, magnesium and carbo- 
nate. Adulterated because strength was not as represented, since product 
purported to contain bismuth salts, but did not. Misbranded because label 
falsely declared “Bismuth Salts in the form of Carbonates Subnitrates’’ 
and falsely suggested that product would effectively treat gastric ulcers 
and other stomach disorders, would convert all protein foods, such as 
meats and albumens, into soluble and readily absorbed peptones and all 
starchy foods into soluble dextrins and sugars; further mishranded 
because label did not accurately declare quantity of contents.—[D. D. 
N. J., F. D. C. 1201; June 1945.) 

Rainier Natural Soap.—Rainier Natural Soap Company, South Boston, 
Mass. Shipped June 30, 1943. Composition: approximately 32 per cent 
of soap and 68 per cent of pumice or similar material. Misbranded 
because falsely represented in labeling as a naturally occurring soap which 
would prevent or effectively treat eczema, rashes, poison ivy, chafing, 
itching and burning skin >; blackheads, pimples and other dis- 
figuring blotches.— D. D. , F. D. C. 1195; June 1945. 


Sano.—Sano Medicine Company, Cleveland. Shipped Feb. 7, 1943. 
Composition: a brown liquid with sediment, containing water, alcohol 
and plant extractives, including emodin-bearing drugs and a trace of 
unidentified alkaloids. Misbranded because label falsely represented that 
product was a diuretic and a tonic and would help to relieve rheumatism 
and to eliminate poisons, besides removing the cause. Further mis- 
branded because label did not adequately warn that the product was a 
laxative, should be taken only occasionally and as needed, and not used 
when abdominal pain, nausea, vomiting or other symptoms of appendicitis 
are present, or that er or continued use might lead to a dependence 
on laxatives.—[D, D , F. 1154; June 1945.) 


Special Formula Tablets 22.—Made by Arner Company, Inc., Buffalo, 
for Paul Case, Brockton, Mass. Shipped July 3 and August 7, 1941. 
Composition: an extract of a laxative plant drug, such as cascara sagrada, 
with sodium bicarbonate and sodium citrate. Misbranded because label did 
not bear common names of active ingredients or directions for use, and 
failed to warn that product should not be taken when abdominal pain, 
nausea, vomiting, or other symptoms of appendicitis are present.—[D. D. 
N. J., F. D. C. 1157; June 1945.) Mention was also made of Paul Case’s 
“Cc ombination New Improved Method for ‘Rheumatic’ Pains.” Paul Case’s , 
mail-order “rheumatism cure’ was exposed in The Journal Jan. 12, 1924, 
page 145. 


Templeton’s Raz-Mah Capsules._-Templeton’s, Inc., Buffalo. Shipped 
Nov. 10, 1943. Composition: essentially aspirin 4.12 grains per capsule, 
caffeine 0.69 grain per capsule, and capsicum, charcoal and extracts of 
unnamed plant drugs. Misbranded because labeling falsely represented 
product to be effective treatment or relief of symptoms of hay fever, 
bronchial irritations and — due to these or colds, and also safe and 
helpful in asthma.—[D. D. N. J., F. D. C. 1234; June 1945. 


Vit-an-Min.—-S & R Laboratories, Inc., Chicago. Shipped April 20, 
1943. Composition: a light brown, powdered material essentially con- 
taining vitamins A, D, B: and riboflavin, with calcium, phosphorus and 
iron. Misbranded because label falsely represented that product would 
give the user health and beauty, insure normal functioning, correct 
abnormalities of Pe; and glands and cure or mitigate numerous other 
disorders.—[D. D. N. J., F. D. C. 1241; June 1945.) Also misbranded 
under provisions of the law applicable to foods, as reported in F. N. J. 
7347. 

Vita-Pure B-Complex Vitamins.—-Roisman Products Company, Oklahoma 
City, Okla. Shipped March 30, 1943. Composition: each tablet contained 
approximately the 333 U. S. P. units of vitamin Be declared on label, 
but not more than 266 U. S. P. units of vitamin Bi, whereas label 
declared 333 units. Misbranded because label falsely represented that 
product would prevent or correct loss of appetite, mental depression, skin 
disorders, neuritis and some other things; that it would help keep one 
feeling fit, and that one tablet per day would afford the average minimum 
requirements of adults for B complex vitamins.—[D. D. N. J., F. D.C. 
1185; June 1945.] Also misbranded under provisions of the law applicable 
to foods, as reported in F. N. J. 7000. 


Von's Tablets.—George Von Neida, St. Paul. Shipped Dec. 9, 1942, 
from Minneapolis to San Francisco Von Company, which relabeled part 
of consignment “Von's Pink Tablets.’”” Composition: in each tablet essen- 
tially 4.6 grains of bismuth subnitrate, 6.5 grains of magnesium oxide, and 
5.4 grains of sodium bicarbonate. Misbranded because accompanying book- 
lets falsely represented that tablets, when used as directed, constituted 


an adequate treatment for gastritis and ulcers caused by gastric hyper- 
D. C. 1233; June 1945.) 


acidity.—[D. D. N. J., F. 
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EXAMINATION 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Selective Service Act: Right of Discharged Army 
Medical Officer to Employment Held Prior to Entering 
Service.—This was an action under the reemployment provisions 
of the selective training and service act of 1940 to compel 
the reinstatement of the plaintiff as medical director of the 
defendant company. The case was heard in the United 
States district court, D., New Jersey. 

In 1934 the plaintiff was employed as the chief company 
physician of the defendant corporation. At the time of his 
employment he occupied a desk in an office shared with the 
defendant’s safety director, claims investigator and welfare 
director. He revised medical forms used by the company, 
was responsible for the designation of physicians for pre- 
employment examinations in various localities and made 
these examinations himself on applications for employment 
from persons residing in the vicinity of Asbury Park, N. J., 
for which he received fees in addition to his monthly salary. 
At the company office he did only executive work in the 
nature of reviewing files on compensation cases, noncompensable 
cases and preemployment medical records. His gross yearly 
income from this and other sources averaged $20,000 to $24,000. 
He testified that he had appeared daily (but according to his 
own time schedule) at his office in defendant's plant, his 
visits averaging a minimum of fifteen minutes and a maximum 
of one and one-half hours. During his employment he received 
no instructions, was never criticized and received only com- 
mendation for his work. 

He entered the United States Army Oct. 6, 1942 and was 
discharged Noy. 28, 1945, his terminal leave expiring Feb. 2, 
1946. Prior to his entry into the service he had discussed 
the question of leave of absence with company officials and 
had been advised by letter by the vice president as follows: 

So far as leave of absence is concerned you have it, of course, but, 
I am forced to add, for what it may be worth. Conditions are such 
that | cannot avoid the qualification inasmuch as your office is an appoin- 
tive one and upon your return must be disposed of by those who then 
may be in charge. I need not reassure you that if Tom and I are still 
in poll ones and needs require it, you will surely be back to your 


old po 


In 1944 the ownership of the defendant company changed, 
so the defendant changed insurance carriers to the one generally 
used in the new system of ownership. The department 
formerly supervised by the plaintiff is no longer operated by the 
defendant, since the present carrier employs counsel and 
medical examiners of its own choosing. When accidents occur 
now defendant makes a report to the carrier, and the carrier 
handles the matter from that point on. Review of records 
of preemployment examinations formerly made by the plaintiff 
is now done by the defendant’s safety department and if any 
question arises it is referred to the examining physician. 
Review of noncompensable cases formerly made by the plaintiff 
is now handled by defendant’s welfare department. The 
defendant’s vice president testified that under the present 
arrangement there is neither place nor need for the medical 
activities previously performed by the plaintiff. 

The plaintiff's claim was based on the following section 
of the selective training and service act: 

(B) if such position was in the employ of a private employer, such 
employer shall restore such person to such position or to a position of 


like seniority, status, and pay unless the employer's circumstances have 
so changed as to make it impossible or unreasonable to do so; 


and the defendant contended among other things that its 
circumstances had so changed. as to make it impossible or 
unreasonable to reengage the services of the plaintiff. The 
plaintiff argued that all the work that he formerly did is still 
performed, but through a change in company policy it is not 
done by defendant but by the carrier, and the plaintiff therefore 
contends that the defendant has, in effect, replaced his 
services by another. 
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In 1944, said the court, there was virtually a new ownership 
of this defendant. Its contract of insurance having expired, 
a new insurer, common to the new ownership’s chain of 
companies, designed for the defendant a new pattern for 
insuring against losses. This new pattern did away not only 
with the plaintiff's position but the positions of the investigator 
and counsel as well. We are convinced, the court concluded, 
that this was carried out in good faith. Thus the defendant’s 
circumstances were so changed as to make it unreasonable 
to compel the defendant to reemploy the plaintiff in a position 
the principal duties of which have completely disappeared. 
Accordingly the plaintiff's complaint was dismissed.—F eatherston 
v. Jersey Central Power & Light Co., 66 F. Supp. 882 
(N. J., 1946). 


Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
. EXAMINING BOARDS IN SPECIALTIES 
Examinations of the National Board of Medical Examiners and the 


Examining Boards in Specialties were published in Tuer JourRNAL, 
Feb. 15, page 498. 


BOARDS OF MEDICAL EXAMINERS 

ARKANSAS: * Medical. Examination. June 5-6. Sec., Medical Board of 
the Arkansas Medical p Bg Dr. . Kosminsky, Texarkana. Eclectic. 
Little Rock, June 5. Sec., Dr. in a oung, 1415 Main St., Little Rock. 

CALIFORNIA: Examination. Los Angeles, March 10-13. Sec., Dr. 
Frederick N. Scatena, 1020 N. St., Sacramento 14 

Connecticut: * Medical. Examination. Hartford, March 11-12. Sec. 
to the Board, Dr. Creighton Barker, 258 Church St., New Haven. 


Homeopathic. Derby, March 11. Sec., Dr. J. H. Evans, 1488 Chapel St., 
‘ew Haven 
ee Atlanta and Augusta, June. Sec., State Examining Boards, 


. C. Coleman, 111 State Capitol, Atlanta 3 


tend NA: Examination. Indianapolis, June. Exec. Sec., Board of 
Medical Registration and Examination, Miss Ruth V. Kirk, 627 K. of P. 
Bldg., Indianapolis. 


Iowa: * Examination. Towa City, March 17-19. Corresponding Sec., 
age 68 of Licensure and Registration, Mr. H. W. Grefe, Capitol Bldg., 
es 19, 


Kansas: Examination. Kansas City, March 25-26. Sec., Board of Med- 
= oy eT and Examination, Dr. J. F. Hassig, 905 N. Seventh St., 
ansas City 


Maine: Portland, March 11-12. Sec., Board of Registration of Med- 
icine, Dr. A. P. Leighton, 192 State St., Portland. 

MASSACHUSETTS: Boston, March 11-14. Sec., Board of Registration in 
Medicine, Dr. H. Q. Gallupe, 413-F State House, Boston 33. 

MONTANA: Stee April 1-2. Sec., Dr. O. G. Klein, First National 
Bank Bldg., Helena. 

NEBRASKA: * Examination, Omaha, Dir., Bureau of Exam- 


Jun au 
ining Boards, Mr. Oscar F. Humble, Siate “Capitol Bldg., Lincoln. 


Nevapa: Examination, Carson City, May 5. Sec., Dr. G. H. Ross, 
215 N. Carson St., Carson City. 

NEw March 13. Sec., Board of Registration 
in Medicine, Dr. John S. Wheeler, 107 State House, Concord. 

New Jersey: “Trenton, June 17-18. Sec., Dr. E. S. Hallinger, 28 W. 
State St., Trent 

New Mexico:* Santa Fe, April 7-8. 
141 Palace Ave., Santa Fe. 

Nortn Carouina: Endorsement. Winston-Salem, April 30, June 24. 
Examination, Raleigh, June 23-26, Acting Sec., Mrs. L. McNeill, 226 
St., Raleigh. 

Onto: Examination, Columbus, June 17-20. Sec., Dr. 
21 W. Broad St., Columbus. 

PENNSYLVANIA: Philadelphia and Pittsburgh, July. Acting Sec., 
Bureau of Professional Licensing, Department of Public te 
Mrs. M. G. Steiner, 351 Education Bldg., Harrisburg. 

Soutn CAROLINA: ome. mi June 23-25. Sec., Dr. 
1329 Blanding St., Colum 

Texas: Examination, Feb. 20-22. 
918-20 Texas Bank Bldg., Dallas 2. 


Sec., Dr. LeGrand Ward, 


H. M. Platter, 


N. B. Heyward, 


Sec., Dr. T. J. Crowe, 


* Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ARIZONA: March 18, sane Mr. Francis A. Roy, 
sity of Arizona, Tucson 

District OF Covuanta: Washington, April 2]-22. Sec., Commission 
on Licensure, Dr. G. C. Ruhland, 6150 E. Bldg. Washington 

Fioripa: May 31. Final date for filing application is May 16. Sec., 
Dr. M. W. Emmel, University of Florida, Gainesville. 

Iowa: Des Moines, April 8. Sec., Dr. Ben H. Peterson, Coe College, 
Cedar Rapids. 

Ox.anoma: Oklahoma City, March 17. Pres. Dr. Sam A. McKeel Ada. 

Orecon: Portland, March 1. Sec., Board of Higher Education, 
Mr. C. D. Byrne, University of Oregon, Eugene. 


Science Hal!, Univer- 
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Current Medical Literature 


AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1937 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


Alabama State Medical Assn. Journal, Montgomery 
16: 193-220 (Dec.) 1946 

Physician’s Responsibility to Society. C. Sparks.—p. 193. 

Prevention of Conduction ae G. E. Fisher.—p. 196. 
Importance of Anorectal Region. J. Rosser.—p. 198. 

Use of Voorhees Bag to Induce tac and to Facilitate Delivery in 

Prolonged gh Report of 100 Cases. T. M. Boulware and C. 
20 


Howe.—p. 


American Journal of Diseases of Children, Chicago 


72:501-634 (Nov.) 1946 


*Clinical Immunity in Poliomyelitis. E. M. Bridge, G. H. Clarke and 


Doris Abbe.—p. 501 
*Familial Glycogen Disease: Report of 4 Fatal Cases of Hepatic Form 

of Disease in Siblings of One Family. H. Abramson and L. D. 

Kurtz.—p. 510. 

*Pneumatocele During Course of Prieumonia in Children. 
and A. Hatoff. 

*Urethritis in Girls. P. R. Roen and R. R. Stept.—p. 529. 

Carcinoma of Adrenal Cortex with Adrenogenital Syndrome in Children: 
Complete Review of Literature and Report of Case with Recovery in 
Child 8 Months of Age. A. E. Goldstein and J. A. Askin.—p. 563. 
Clinical Immunity in Poliomyelitis——Bridge and his 

associates report 4 cases in which second attacks of poliomyelitis 
occurred and of 2 cases in which second attacks probably 
occurred. The proportion of these cases to the total epidemic 
of 1944 in the area around Buffalo is such as to cast doubt on 
the existence of significant acquired immunity. When reexposed 
to the disease some persons who have had poliomyelitis may 
have abortive poliomyelitis. From the literature it is also 
evident that one attack of poliomyelitis in experimental animals 
does not confer immunity against subsequent infection. It 
appears inadvisable to rely on acquired immunity to protect 
persons who may be in close contact with patients. 

Familial Glycogen Disease.—Abramson and Kurtz report 
histories and pathologic examinations of 4 siblings of Jewish 
parentage who died during early infancy from glycogen storage 
disease of the von Gierke form. There was no evidence of 
direct transmission of the disease from the parents, nor could 
consanguinity of the parents be demonstrated. Four of 6 chil- 
dren in this family had the disease and in each of them the 
symptoms dated from birth. Abdominal distention, enlargement 
of the liver and respiratory distress were the principal symptoms. 
Contrary to the accepted opinion of a not unfavorable prognosis 
in glycogen disease, the 4 children died, 1 on the fourth day, 
2 at 3 months and 1 at 4 months of age. 

Pneumatocele During Pneumonia in Children.—Accord- 
ing to Almklov and Hatoff x-ray examination frequently dis- 
closes the occurrence of a cavity in the lung during the course 
of pneumonia in chfldren. The cavity has a sharply defined thin 
border and, in a large number of cases, an air-fluid level. These 
cavities are variously called pneumatoceles, emphysematous 
bullae or benign cavities, the authors preferring the term 
pneumatocele. They report 7 cases and stress that the demon- 


J. H. Almklov 


stration of pneumatocele depends on the taking of serial 
roentgenograms oi the chest during the course of the pneumonia. 
The mechanism consists of check valve action of bronchiole 
mucosa involved in the inflammatory process of pneumonia. 
The differential diagnosis is simplified by the benign, ephemeral 
character of the lesion. 
is indicated. 


In the uncomplicated case no therapy 
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Urethritis in Girls.—Roen and Stept direct attention to a 
little recognized entity, that of urethritis in girls, productive of 
a number of urinary symptoms generally attributed to pathologic 
changes of the upper urinary tract. Illustrative reports of cases 
are given to show the wide variation in symptoms that may be 
present, although the same pathologic features of chronic 
inflammatory urethral change characterize all the cases. Diag- 
nosis is made by direct observation with the cystoscope and 
elimination of the upper urinary tract as a causative factor. 
Treatment consists in dilation of the urethra. 


American Journal of Medical Sciences, Philadelphia 
212:513-640 (Nov.) 1946 


*Complications Following Administration of Thiouracil. 
waltes and C. C. Sturgis.—p. 513. 

Studies on Penetration of Sulfonamides into Skin: IIT. Penetration 
of Sulfanilamide and Sulfathiazole into Intact and Injured Skin of 
Guinea Pigs from Various Vehicles, Including Polyethylene Glycols 
(“Carbowax”). W. G. Clark.—p. 523. 

Adrenotropic, Renotropic and Cardiotropic Activities of Lyophilized 
Anterior Pituitary in Thyroidectomized Rats. C. Hay.—p. 535. 

Atabrine and Electrocardiogram. H. Levine and H. Erlanger. 
—p. 538. 

Severe Allergic Reactions to Penicillin. 


W. H. Beier- 


T. H. Mendell and P. H. Prose. 


—p. 541. 

Isolation of Glucose Containing Cerebroside from Spleen in Gaucher's 
Disease. M. S. Sacks and Marie A. Andersch.—p. 546. 

*Combined Quinine-Plasmochin Treatment of Vivax Malaria: Effect on 
Relapse Rate. H. Most, C. A. Kane, P. H. Lavietes, I. M. London, 
E. F. Schroeder and J. M. Hayman.—p. 550. 

Venous Thrombosis After Infusion with Gelatin Solutions Containing 
Mercurial Preservatives. A. J. Patek Jr., F. E. Kendall, J. Victor, 
Alice Lowell, H. Colcher and D. Seegal. —?. 561. 

Disseminated Coccidioidomycosis Localized in Bone. D. Sashin, G. N. 
Brown, N. C. Laffer and H. C. McDowell, with assistance of H. C. 
McDowell.—p. 565. 

Vitamin A and Carotene Metabolism in Diabetic as Reflected by Blood 
Levels. Marian S. Kimble, O. A. Germek and E. L. Sevringhaus. 
—p. 574. 

Recurrent Fatal aga ay Anemia Associated with Gross Liver Damage 
and Splenomegaly. R. Stacey.—p. 

Convalescence from Phe Procedures: Il. Relation of Nitrogen Bal- 
ance and Blood Volume to Abnormalities of Circulation. R. L. Mayock, 
C. E. Koop, C. Riegel, N. T. Kough and I. Starr.—p. 591. 

Postural Heart Block. I. Stein.—p. 604. 

Pulmonary Infiltrations with Associated Eosinophilia. 
E. Oppenheim. —p. 608. 

Drugs Used in Clinical Diagnosis (Part II): Review of Recent Litera- 
ture. M. Pearlmutter.—p. 613. 

Roentgenologic Diagnosis of ~sairng aaa Lesions of Heart and 
Great Vessels. D. G. Pugh.—p. 

Complications Following and 
Sturgis have collected 9 fatalities occurring during or following 
thiouracil administration. A review of 7 fatal cases of agranulo- 
cytosis associated with the administration of thiouracil shows 
that there are at least five important factors that contribute 
to the fatal outcome. These include failure to administer 
penicillin promptly, failure to discontinue the drug after the 
onset of symptoms, disregard of significant symptoms of impend- 
ing agranulocytosis, inefficacy of various forms of therapy for 
agranulocytosis and failure to discontinue thiouracil when a 
severe leukopenia develops. The authors also discuss non- 
hematologic reactions which require cessation of thiouracil and 
reactions not usually requiring discontinuance of thiouracil. 
The most satisfactory method of preventing fatalities from 
agranulocytosis is to warn the patient who is taking thiouracil 
to discontinue the drug promptly on the appearance of fever with 
or without sore throat, skin rash or adenopathy. If a white 
blood cell count and estimation of the neutrophil percentage 
show a significant depression of the cells, penicillin should be 
administered until the blood count becomes normal again. 
Thiouracil therapy may then be resumed, but there is a risk 
of recurrence. 

Combined Quinine and Plasmochin Treatment of Vivax 
Malaria.—According to Most and his associates a striking 
feature of vivax malaria of Pacific origin is its tendency to 
relapse after treatment with the malarial drugs currently in 
use. The authors are concerned with the effect on subsequent 
relapse following the simultaneous quinine and plasmochin treat- 
merit. Quinine sulfate 1 Gm. and plasmochin naphthoate 
0.02 Gm. simultaneously at eight hour intervals for one day 
followed by quinine 0.65 Gm. and plasmochin naphthoate 
0.02 Gm. simultaneously at eight hour intervals for the next 
thirteen days were administered to 72 white patients with acute 
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attacks of vivax malaria of Pacific origin who were followed 
for at least 120 days after treatment. The clinical relapse rate 
and total failure rate during 120 days’ observation was 4 and 
11.1 per cent respectively. This is in sharp contrast to clinical 
relapse rates of 75 to 85 per cent and total failure of 85 to 
90 per cent based on similar observations after treatment of 
more than 500 patients for acute attacks of vivax malaria 
of Pacific origin treated with quinine, quinacrine or other anti- 
malarial drugs. No serious toxic manifestations were observed 
in patients who received combined quinine and plasmochin 
therapy. 


American Journal of Tropical Medicine, Baltimore 
26:749-870 (Nov.) 1946 


An Attempt at Active Immunization with Plasmodium Vivax Killed in 
Vivo. M. F. Boyd and S. F. Kitchen.—p. 749. 

Studies on Atabrine Suppression of Malaria: II. Evaluation of Atabrine 
Suppression in the Field. F. B. Bang, N. G. Hairston, J. Maier and 
W. Trager.—p. 753. 

Relapsing Fever on Isthmus of Panama: Report of 106 Cases. 
—p. 761 

Biologic Studies on Endameba Histolytica: 
tions in Mixed Bacterial Flora. W. 
—p. 771. 

Cultivation of Endameba Histolytica in Artificial Media from Cysts in 
Drinking Water Subjected to Chlorination. E. R. Becker, C. Burks 
“and E. Kaleita.—p. 783. 

Studies of Dissemination of Cysts and Ova of Human Intestinal Para- 
sites by Flies in Various Localities on Guam. <A. H. Harris and 
H. A. Down.—p. 7 

Pulmonary Manifestations of Schistosomiasis Caused by Schistosoma 
Japonicum. H. B. Weinberg and A. J. Tillinghast.—p. 801. 

Diagnosis of Schistosomiasis Mansoni by Rectal Biopsy Technic. 
nandez-Morales and J. F. Maldonado.—p. 811. 

Effect of Sulfadiazine on Cholera. L. W. Chu and C. H. Huang. 
—p. 821. 

Sulfonamide Drugs in Treatment of Cholera. 
C. T. Chang and H. C. Kao.—p. 825. 
—— of Bubonic Plague with Sulfadiazine. 

. Chu.—p. 831. 

pp? of Synosternus Pallidus Taschenberg (Siphonaptera, Puli- 
cidae) in Dakar, Senegal, French West Africa. man,—p. 841. 

Laboratory Infection of Rat with Filarial Worms. J. A. Scott and Joy 
Barnes Cross.—p. 849 
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Sulfadiazine in Sabena Plague.—Huang and Chu studied 
the efficacy of sulfadiazine in bubonic plague in Fukien, China, 
in the summer of 1944. From the beginning of June to July 18, 
when their study began, 56 of 109 plague patients had died, 
giving a mortality rate of 51.4 per cent. Sixteen of the 25 cases 
treated by them were treated with sulfadiazine alone, 3 with 
sulfadiazine plus antiplague serum, 4 with sulfathiazole and 
serum at first but later with sulfadiazine and 2 with sulfa- 
thiazole alone. There were 5 fatalities—3 deaths among patients 
treated with sulfadiazine and 2 deaths among those treated with 
sulfadiazine plus serum. While admittedly a small series, the 
results are sufficiently striking to show the excellent therapeutic 
value of sulfadiazine in the treatment of bubonic plague. 


Archives of Internal Medicine, Chicago 
78 :497-628 (Nov.) 1946 


Pathogenesis of Cirrhosis of Liver Occurring in Patients with Diffuse 
Toxic Goiter. E. Moschcowitz.—p. 497. 

*Canicola Fever: Case Report and Review of Literature. 
baum.—p. 531. 

*Clinical Aspects of Calcification of Mitral Annulus Fibrosus. D. A. 
Rytand and L. S. Lipsitch.—p. 544. 

*Erysipelothrix Rhusiopathiae Intection in Man: Report of Case with 
Cutaneous Bullae in Which Cure Was Achieved with Penicillin. 
J. C. Ehrlich.—p. 565. 

*Actinomycosis Due to Nocardia Asteroides: Report of 2 Cases. W. 
Kirby and J. B. McNaught, with 
Reeves.—p. 578. 

Syphilis: Review of Recent Literature. 
Moore.—p. 592. 

Canicola Fever.—Rosenbaum reports that a man aged 44 was 
hospitalized on the sixth day of illness, when he appeared 
jaundiced and acutely ill. On the thirteenth hospital day it 
was learned that the patient's dog had been suffering from a 
severe illness for the preceding two months. The patient was 
in the habit of fondling the dog. The serums of patient and 
dog were found to agglutinate Leptospira canicola to a dilution 
of 1:100,000 and Leptospira icterohemorrhagiae to 1: 1,000. 
Leptospiras were never seen in the patient's blood. They were 
found repeatedly in the patient's urine. 


H. D. Rosen- 


M. M. 
technical assistance of Gail S. 


F. W. Reynolds and J. E. 


CURRENT MEDICAL 


LITERATURE 


571 


Calcification of Mitral Annulus Fibrosus.—Rytand and 
Lipsitch present observations made during the lives of 10 
elderly patients with calcification of the mitral annulus fibrosus. 
None had a history of rheumatic fever. Atherosclerosis was 
severe. Congestive heart failure occurred in 5 patients. Arterial 
hypertension was present in practically every case but was not 
severe. Four of the 5 patients with complete heart block have 
died, but only 1 of those without block has died. There was a 
moderate or a loud, rough murmur with ventricular systole 
in 7 of the patients. In the 4 ambulatory patients of the 5 with 
heart block there was a blowing apical murmur, related to 
auricular activity, during ventricular diastole; auricular sounds 
of uncertain nature were recorded for the fifth. This murmur 
did not occur in the patients with normal auriculoventricular 
conduction, but it has been noted in other elderly patients with 
heart block and without x-ray evidence of calcification. Cal- 
cification of the mitral annulus fibrosus may be suspected in 
elderly persons after the finding of heart block and an apical 
murmur associated with auricular activity during ventricular 
diastole. 

Erysipelothrix Infection.—Ehrlich reports the history of a 
farmer who was hospitalized four days after he had slaughtered 
a sick hog. His erysipelothrix infection was distinguished 
clinically by the extremely rapid dissemination of the eruption, 
the severe pruritus and the development of huge bullae. These 
features and the microscopic observations, particularly the swell- 
ing of the collagen, the numerous eosinophils in the infiltrate, 
the capillary engorgement and the serohemorrhagic edema of the 
dermis, indicate that the unusual manifestations of the disease 
may have had an allergic basis. A _ previous erysipelothrix 
infection of localized character probably induced the hyperergic 
state. Intensive treatment with penicillin effected recovery. 

Actinomycosis Due to Nocardia Asteroides.—According 
to Kirby and McNaught infections in man due to the aerobic, 
partially acid fast Nocardia asteroides are rare as compared to 
those due to the anaerobic Actinomyces bovis. The«symptoms, 
course of the disease and response to therapy are so nearly 
alike that the disease produced by the two types of fungi should 
be called actinomycosis. The mortality of Nocardia asteroides 
is high, as is indicated by the fact that in 28 of the 32 cases 
collected from the literature death had occurred when their 
reports were published. The infection was pulmonary in 28 
cases, and the brain was the site of metastasis in at least 10. 
Two new cases of infection with N. asteroides are added in this 
report. It is recommended that patients with actinomycosis due 
to the aerobic N. asteroides be treated with the sulfonamide 
compounds and penicillin as vigorously as are those infected 
with the anaerobic Actinomyces bovis and that surgical drainage, 
iodides and roentgen therapy be used as the indications arise. 


Bull. of the U. S. Army Med. Dept., Washington, D. C. 
6:637-780 (Dec.) 1946 


Management of Thoracic Wounds in Overseas Theater. 

—p. 711. 

Battle Injuries of Colon and Rectum. L. E. Hurt.—p. 729 

Effect of Battle Casualties on Serodiagnostic Tests for Syphilis. 
Talmage, C. W. Dunn and E. L. Breazeale.—p. 741. 

Designing Plastic-Base Partial Dentures. H. N. Burgin.—p. 745. 

"Streptomycin in Intestinal Infections. E. J. Pulaski and W. H. 
Amspacher.—p. 75 

Experimental Study of Air Blast Injuries. 

Shelley.—p. 761. 

Para-Articular Calcification in Lower Extremities of Paraplegic Patients. 

W. C. Ward.—p. 771. 

Streptomycin in Intestinal Infections.—Pulaski and 
Amspacher used streptomycin in 8 cases of bacillary dysentery. 
Two were due to Salmonella, 1 to Shigella sonnei and the 
remainder to various subtypes of Shigella flexneri. Beneficial 
effects are obtained by the use of streptomycin orally or 
parenterally in infections found resistant to the sulfonamides. 
Doses of 1 to’4 Gm. for periods ranging from three to sixteen 
days are effective in most cases; the larger amounts are recom- 
mended to minimize the risk of the development of streptomycin 
resistant organisms. Since the offending bacteria are not con- 
fined to the lumen of the bowel but may penetrate into deep 
crevices and mesenteric lymph nodes, it is recommended that 
the combined oral and parenteral routes be used 
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California Medicine, San Francisco 

65: 201-264 (Nov.) 1946 

Analysis of 402 Cases of Carcinoma of Breast. 
L. Dobson.—p. 201. 

Diagnostic Problems in Luetic Cardiovascular Disease. S. P. Lucia and 

W. N. Sears.—p. 207. 
Physiology of Traumatic Reflexes and Respiration During Surgical Anes- 
thesia: Observations Made Under Pentothal and Local Nerve Block. 
C. McCann.—p. 212. 

*Treatment of Acute Throat Infections, with Special Referencé to Use of 

Penicillin. R. E. Faucett, M. P. Thomas and J. C. Ruddock.—p. 218. 

Trends in Age Distribution of Childhood Diseases. E. M. Bingham. 


26 


Evelyn Siris and 


Methanol Poisoning. E. Bogen.—p. 230. 
Comparative Roentgenographic and Microscopic Patterns in Bone Tumors. 

I. MacDonald.—p. 234 
Medical Progress: Recent Progress in Treatment of Thromboembolic 

Disease. N. E. Freeman.—p. 236. 

Penicillin in Acute Throat Infections.—laucett and his 
associates discuss the therapeutic measures used in the treatment 
of 561 cases of acute infections of the throat. Penicillin ice 
cream, 25,000 units every three hours, has been offered as a 
therapeutic measure for the treatment of acute tonsillitis, 
pharyngitis, scarlet fever throats and Vincent's infections of 
the throat and mouth. This method of administration may be 
used for other infections caused by organisms susceptible to 
penicillin. Streptococcus antitoxin serum 18,000 units followed 
by penicillin ice cream 25,000 units every three hours for five to 
seven days has been recommended as the treatment of choice 
for scarlet fever. Massive parenteral doses of penicillin without 
surgical intervention is preferred for proper management of 
peritonsillar abscess unless spontaneous drainage is imminent. 
Penicillin parenterally and sulfonamides intravenously (later 
orally) are recommended for certain overwhelming and fulmi- 
nating infectious diseases, including those of the throat. 


Delaware State Medical Journal, Wilmington 


18:221-242 (Oct.) 1946 
Dissemination of Information to Public on Ideals of Medical Care. 
W. C. Deakyne.—p. 221. 
Mental Hygiene in Children. F. H. Allen.—p. 223. 
Pulmonary Infarction:*Case Report with Postmortem Findings. C. K. 
Wintrup.—p. 22 
Congenital Atresia of Intestinal Tract: Report of 2 Cases. H. S. Rafal. 


—p. 232. 


Limitations of Electrocardiography. A. H. Clagett Jr.—p. 236. 


Florida Medical Association Journal, Jacksonville 
33: 291-342 (Dec.) 1946 


V. A. Lockwood.—p,. 311. 
Suppressive Measures and Treatment. C. O. 


Abdominal Incisions and Suture Materials. 
Malaria: Diagnosis, 
Anderson.—p. 316. 
Abdominal Pregnancy, 
0 


with Report of Case. R. C. Polk and H. M. 
Anderson.—p. 320. 


Georgia Medical Association Jourual, Atlanta 
35: 307-342 1946 


Occupational Dermatitis. C. Shaw.—p. 307. 

Disorders Frequently Found When * ae Chest. J. A. Redfearn. 
—p. 310. 

Some Interesting Allergic Cases, 
W. B. Matthews.—p. 

Effective Contraceptive: Phenyimercuric Acetate Jelly. 
—p. 314. 

Treatment of Bartholin Abscess (or Cyst). 


E. C. Jones, M. I. Lowance and 
Amey Chappell. 


E. H. Greene.—p. 315. 


Report on Progress of Public Health in Georgia. T. F. Abercrombie. 
—p. 318. 

Tribute to Dr. en Thompson. E. R. Pund.—p. 322. 

In Memoriam. A. J. Mooney.—p. 323. 

Undulant Fever, Increasing Menace to Health in Georgia. C. E. Zim- 


merman.—p. 326. 
Staphylococcus Hemolyticus Bacteremia: 
8. 


Report of Case with Recovery. 
I. B. Cantor.—p. 32 


Geriatrics, Minneapolis 
1:409-472 (Nov.-Dec.) 1946 
Some Applications of Physical Medicine in Geriatrics. 
and Ursula M. Leden.—p. 409 
Management of Pain in the Aged. E. M. Papper and E. A. Rovenstine. 
—p. 420. 
Geriatric Service in General Hospital. T, H. Howell.—p, 427. 
Management of Carcinoma of Prostate. L. H. Baretz.—-p, 432. 
Ophthalmoscopic Differentiation of Arteriolar Sclerosis: Hypertensive and 
Atheromatous. F,. L. P. Koch.—p. 438. 
Health Guidance in Advancing Years. W. F. King.—p. 442. 
History of Coronary Artery Disease. G. F. Greco.—p. 449. 
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Iowa State Medical Society Journal, Des Moines 
36:509-548 (Dec.) 1946 


Treatment of War Injuries of Hand in U. S. Army. 
—p. 509. 

Management of Diabetic Acidosis and Coma. L. W. Swanson.—p. 512. 

Thrombosis of Cavernous Sinuses. De V. O. Bovenmyer.—p. 514. 

Treatment of Cardiac Emergencies. H. W. Rathe.—p. 517. 

Modern Aspects of Treatment of Tuberculosis. W. M. Spear.—p. 521. 


J. M. Bruner. 


Journal of the Mount Sinai Hospital, New York 


13:167-214 (Nov.-Dec.) 1946 
Topics in Study of Water Metabolism. E. P. Pick.—p. 167. 
Suprasellar Chordoma. J. H. Globus and S. Berman.—p. 177. 
Hypertension Due to Perirenal Constriction: Case Report. Naomi de Sola 
Pool.—p. 188. 
for Constrictive Pericarditis: 
93. 


Case Report. W. Hitzig. 


Left paietinaia Abscess: Case Report. E. E. Arnheim.—p. 195. 

Right Subphrenic Abscess with Perforation into Lower Lobe of Lung: 
Case Report. A. H. Aufses.—p. 200. 

Perforation of Esophageal Foreign Body into Lung: Putrid Pulmonary 
Abscess: Case Report. H. Hennell.—p. 203. 

Essays on Biology of Disease. E. Moschcowitz.—p. 205, 


Military Surgeon, Washington, D. C. 

99: 361-740 (Nov.) 1946. Partial Index 
Army Institute of Pathology During World War II. B. Lucké.—p, 364. 
*Lower Nephron Nephrosis: (Renal Lesions of Crush Syndrome, of ) Taney 

Transfusions and Other Conditions Affecting Lower Segments of 

Nephrons). B,. Lucké.—p. 371. 

Heat Stroke: Clinicopathologic Study of 125 Fatal Cases, N., 
W. Haymaker and R. P. Custer.—p. 397. 

*Fatal Pulmonary Embolism in 100 Battle Casualties. 
and D. M. Angevine. —p. 450. 

Intra-Ocular Tumors in Soldiers, World War II. H. C. Wilder.—p. 459. 

Occurrence and Anatomic Characteristics of Fatal Tuberculosis in U. S. 

~ Army During World War II. J. D. Aronson.—p. 491. 

Fibrous Dysplasia of Single Bones: (Monostotic Fibrous Dysplasia). 
H. G. Schlumberger.—p. 504. 

*Bronchial Adenomas. S. W. Holley.—p. 528. 

*Pathology of Acute Falciparum Malaria. Sophie Spitz.—p. 555. 

Tumors of Testis: Report of 922 Cases. N. B. Friedman and R, A. 
Moore.-—p. 573. 

Primary Intracranial Neoplasms in Military Age Group—World War II. 
W. A. Bennett.—p. 594. 

Coccidioidomycosis: Study of 95 Cases of Disseminated Type, with Spe- 
cial Reference to Pathogenesis of Disease. W. D. Forbus and A. M. 
Bestebreurtje.—p. 653. 

Lower Nephron Nephrosis.—Lucké points out that a syn- 
drome characterized by oliguria or anuria, heme pigment excre- 
tion, azotemia, hypertension and uremia may develop in 
conditions associated with destruction of tissue or intravascular 
hemolysis. This syndrome has been observed in crushing injury 
and other forms of trauma to muscle, nontraumatic muscular 
ischemia, uteroplacental damage (and eclampsia), burns, trans- 
fusion with incompatible blood, blackwater fever and other types 
of intravascular hemolysis, heat stroke, sulfonamide intoxication, 
alkalosis, mushroom poisoning and some other kinds of poisoning 
with vegetable and chemical agents. Death usually occurs 
within ten days. This syndrome has been the most frequent 
form of fatal kidney disorder encountered among military 
personnel during the war. The author reviews the records of 
538 fatal cases received at the Army Institute of Pathology. 
The essential changes are selectively restricted to the lower 
segments of the nephrons and comprise focal degeneration or 
necrosis, presence of heme casts, secondary inflammatory reac- 
tions in the surrounding stroma and thrombosis of thin walled 
veins. The term lower nephron nephrosis is suggested as 
descriptive of the location and nature of the morphologic 
changes. 

Fatal Pulmonary Embolisms in 100 Battle Casualties.— 
The 100 cases of fatal pulmonary embolism reviewed by 
Hamilton and Angevine occurred in battle casualties, that is, in 
young, previously healthy men and thus permitted observations 
without the usual variables and complicating factors of age and 
vascular disease. Venous stasis, caused most frequently by 
immobilization, appears to be the most important factor in the 
production of phlebothrombosis. Pulmonary infarcts were 
located predominantly on the right side and in the lower lobes. 
The prevalence of venous thrombosis on the left side of the 
body did not have a direct relationship to trauma, which 
occurred more frequently on the right side. The distribution 
of the venous thrombosis seems to be based on the anatomic 
relationships at the level of the common iliac vein. 
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Bronchial Adenomas.—The study reported by Holley is 
based on records and specimens of 39 cases of bronchial 
adenomas. In 38 cases the predominant symptoms and_ signs 
were cough, hemoptysis, recurrent acute respiratory infection 
and expectoration. Roentgenographic features were those of 
atelectasis, bronchiectasis, pulmonary inflammation, bronchial 
blockage and presence of a mass. These signs and symptoms 
. were not all present in the same patient. The tumor was found 
incidentally at necropsy in 1 additional case. The tumors were 
located at or near the pulmonary hilus, were usually polypoid, 
and in several cases attained rather large size. They assumed 
two distinct patterns, one which simulated that of appendical 
carcinoid and the other that of some of the mixed tumors of 
salivary glands and other structures of the mouth and _ face. 
They have been designated carcinoid type and mixed tumor 
type of bronchial adenoma respectively. This study indicates 
that lobectomy or pneumonectomy, according to the location of 
the tumor, is the preferred treatment. 

Pathology of Acute Falciparum  falaria.—Pathologic 
lesions observed in 50 cases of fatal falciparum malaria are 
discussed and correlated with available clinical information. 
Selective localization of parasitized erythrocytes does not occur 
outside the bone marrow, liver and spleen; the presence of 
“plugged” parasitized vessels in an organ cannot be correlated 
with clinical symptoms. Cerebral symptoms are considered to 
be related to anoxia. Thrombosis of the cerebral vessels is 
frequent, causing hemorrhages and the so-called granulomas. 
Renal lesions, both diffuse glomerulonephritis and hemoglobin- 
uric nephrosis, occur with relative frequency and are, together 
with the myocardial infiltrate and adrenal “atrophy,” evidence 
in favor of circulating toxins or allergens, aiid released 
by Plasmodium falciparum. 


Public Health Reports, Washington, D. C. 
61: 1677-1712 (Nov. 22) 1946 


Rickettsialpox—-Newly Recognized Rickettsial Disease: IV. Isolation of 
Ricketttsia Apparently Identical with Causative Agent of Rickettsial- 
pox from Allodermanyssus Sanguineus, Rodent Mite. R. J. Huebner, 
W. L. Jellison and C. Pomerantz.—-p. 1677. 

Purification and Concentration of Influenza Virus by Means of Alcohol 
Premgnanan. H. R. Cox, J. van der Scheer, S. Aiston and E. Bohnel. 
—p. 

“Effect of 7 Topically Applied Sodium Fluoride on Dental Caries Expe- 
rience: II1. Report of Findings for Third Study Year. J. W. Knutson 
and W. D. Armstrong.—-p. 1683 

Trends in Dentist-Population Ratios. J. W. 
and G. S. Brockett.—p. 1689. 

Topical Sodium Fluoride in Dental Caries.—Knutson 
and Armstrong present data on the incidence of dental caries 
in the permanent teeth of fluoride-treated children for a three 
year period and for the third year of a longitudinal study. The 
investigations were made in urban communities in Minnesota. 
When the study was begun, the children ranged in age from 
7 to 15 years. The treated group consisted originally of 337 
children, and the control group included 392 children. The 
former group received applications of sodium fluoride to the 
teeth in the upper and lower left quadrants, the teeth in the upper 
and lower right quadrants serving as controls. The control 
group of children did not receive fluoride treatments. During 
the three year period-that ended in May 1945 the number oi 
‘permanent teeth initially attacked by caries was 36.6 per cent 
less in fluoride treated than in untreated teeth. This percentage 
difference is somewhat smaller than that observed for the first 
year (39.8) and for the two year period (41.4). During the 
third study year, which ended in May 1945, the initial caries 
attack was 22.2 per cent less in fluoride treated than in untreated 
permanent teeth. This yearly difference is substantially less 
than that observed for the second year, 46.6, and for the first 
study year, 39.8. Among permanent teeth which were carious 
at the beginning of the study in 1942 the number of additional 
surfaces which became carious during the three year period 
that ended in May 1945 was 23.9 per cent less in treated than 
in untreated carious teeth. The percentage difference observed 
for the first study year was 12.4 and for the first two year 
period was 23.1. By individual study years there were 12.4, 
25.2 and 33.1 per cent less newly carious surfaces in fluoride 
treated than in untreated carious teeth for the first, second and 
third years respectively. 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Journal of Experimental Pathology, London 
27: 267-348 (Oct.) 1946 


Antigenic Function of Simple Chemical Compounds: 
cipitins in Rabbits. P. G. H. Gell, 
Rivers.—p. 267. 

Nonagglutinating 


Production of Pre- 
R. Harington and R. P. 


rn § in Human Antisera to Sh. Shiga and 
6. 


S. Typhi. J. Morgan and H. Schutze.—p. 

Studies on Seda Goiter: VII. Thyroid Carcinomata in Rats 
Treated with Thiourea. H. D. Purves and W. E. Griesbach.—p. 294. 

“Taste and Selection of Food in Hypoglycemia. W. Mayer Gross and 
J. W. Walker.—p. 297. 

Effects of Lewisite and Lewisite 
H. B. Fell and C. B. Allsopp.—p. 305. 

Therapeutic Effect of British Antilewisite (Bal) on Tisgue Cultures 
Grown in Medium Containing Lewisite Oxide. H. B. Fell and C. B. 
Allsopp.—-p. 310. 

State of Vitamin A in Human Serum. H. Hoch and R. Hoch.—p. 316 
Electron Microscopy of Viruses: [. State of Aggregation of Tobacco 
Mosaic Virus. E. M. Crook and F. M. L. Sheffield.—p. 328. 
Chemical —— in Muscle During and After Ischemia. M. G. 

Farlane and S. J. L. Spooner.—-p. 339. 

Taste and Food Selection in Hypoglycemia.—This report 
by Mayer-Gross and Walker is based on 202 experiments carried 
out in 100 subjects with the object of testing self regulation in 
different stages of hypoglycemia. The subject was offered a 
choice of five liquids: water, 5 per cent sucrose, 30 per cent 
sucrose, 0.5 per cent sodium chloride and saccharin; his pref- 
erence, judgment of taste and other reactions were noted and 
his blood sugar determined. The most important result was 
the preference for 30 per cent sucrose solution below the blood 
sugar level of 50 mg. per hundred cubic centimeters and the 
rejection of it above this critical level. Other findings, such as 
the judgment of sweetness for 5 per cent sucrose and saccharin, 
were also found related to the blood sugar level. The results 
are discussed in the light of qhe principle of self regulation. 


Oxide on Living Cells in Vitro. 


Mac- 


British Journal of Ophthalmology, London 
30:709-772 (Dec.) 1946 


Miciophthalmos. G. Forbes.—-p. 709. 

Adhesive Episcleral Reaction in Operative Treatment of Retinal Detach- 
ment. L. Weekers.—-p. 715. 

Sulfapyridine Resistant Koch-Weeks Conjunctivitis. 

Posterior Uveitis in Case of Sarcoidosis. R. Neubert.—p. 724. 

Posterior Ring Abscess of Metastatic Origin in Bechet's Disease. 
A. Feigenbaum and W. Kornbiueth.—p. 729. 

Myopia and Pseudomyopia. J. P. Spencer - alker.—-p. 735. 

Problems of Glaucoma. J. Vanysek.—p. 742. 

Investigation of ““Normal’’ on Synoptophore. 

Unusual Case of Intraocular Hemorrhage. 


H. J. Stern.—p. 722. 


M. M. Lewis.—p. 74 
D. W. McLean.—p. 758. 


Clinical Science, London 
6:1-124 (Oct.) 1946 


*Anergy in Infants’ Skin to Diphtheria Toxin, 
‘ark.—p. 

Anatomic Changes in Liver After Trauma. E. G. L. Bywaters.—p. 19. 

Effects of Venesection in Low Output Heart Failure. Sheila Howarth, 

J. McMichael and E, P. Sharpey-Schafer.—p. 
“Observations on Headache Accompanying Fever. 

Warin.—p. 51. 

Observations on Mechanism of Pain in Ulcer of Stomach and Duodenum. 

G. L. W. Bonney and G. W. Pickering.—p. 6: 

Use of Portal Anastomotic Vein for Absorption Studies in Man. 

Sherlock and V. Walshe.—p. 113. 

Anergy in Infants’ Skin to Diphtheria.—Wright and 
Clark point out that the reactions of mothers and their new- 
born infants to the Schick test often differ and that the dis- 
agreement is due almost entirely to the failure of the diphtheria 
toxin to excite a positive response in many infants of Schick 
positive mothers. This lessened skin reactivity, which in its 
extreme form has been termed “anergy,” was present in more 
than one third of the infants of Schick positive mothers exam- 
ined in five surveys, which are listed by the authors. They 
record the results of some experiments that they have made to 
find out in what ways the reactions caused by various irritants 
and by histamine in the skins of newborn infants differ from 
those in adults. They conclude that the low reactivity of new- 
born infants’ skins to diphtheria toxin is not due to insensitivity 
to histamine or to inability to exhibit the typical triple response 
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on injury. Since similar anergy is found in other forms of 
delayed response at this age, such as that produced by ultra- 
violet light, the mechanism underlying these responses may differ 
from that concerned with immediate reactions and may not 
become fully functional until some weeks after birth. It seems 
likely, however, that the lesser skin reactivity seen in delayed 
reactions in infants is partly due to the relatively rich and 
superficial vasculature of their skins, which would facilitate the 
escape both of injected substances and of vasodilator products 
of injured tissues. 

Febrile Headache.—Scott and Warin studied the clinical 
characteristics and mechanism of headache accompanying acute 
febrile illness in 100 patients admitted to a military hospital in 
the Middle East. Evidence is presented indicating that in febrile 
headache pain arose from distention of the walls or perivascular 
tissues of dilated cranial arteries. Eye ache which accompanied 
headache in 93 patients was probably due to an orbital vascular 
disturbance. 

Lancet, London 


2:779-814 (Nov. 30) 1946 


Cardiac Signs in Young Adults, with Special Reference to Functional 
779. 


Murmurs. G. Bourne.—p. 

Absorption and Excretion of Water: Antidiuretic Hormone. E,. B. 
Verney.—p. 781. 

bape Penicillin in Gonorrhea. S. R. M. Bushby and A. H. Harkness. 

783. 

‘Sineapiletia Response to Folic Acid in Pernicious Anemia: Sternal 
Marrow Changes. R. J. Harrison and J. C. White.—p. 787. 

Examination of Home Contacts of Tuberculous Persons. W. P. Dick 
and B. C. Thompson.—p. 791. 

*Hypertension and Calcium Intake. C. M. Kesson and A. McCutcheon. 


—p. 793 

Oral Penicillin in Gonorrhea.—Bushby and Harkness say 
that of 62 patients treated for fifteen hours with six doses each 
of penicillin 40,000 units and sodium citrate 1 Gm. given by 
mouth, a total of 240,000 units, 2 relapses occurred. This rate 
compares favorably with their experience in parenteral therapy. 
It is important to keep strictly to the regular dosage schedule 
and the restriction of fluids to 1% pints (0.75 liter) during the 
course of treatment. 

Folic Acid for Pernicious Anemia.—Harrison and White 
describe the result of folic acid therapy of a man aged 63 with 
pernicious anemia. Folic acid was given by-mouth. On each 
of the first two days 20 mg. was given, followed by 10 mg. 
daily for six days. On the day after the start of therapy the 
patient's general condition deteriorated. A slow drip trans- 
fusion of 250 cc. of packed red cells was given carefully for six 
hours, followed by distinct improvement. A further 250 cc. of 
packed red cells was given next day. The general condition was 
now much improved. Therapy led to a return to normal hemo- 
poiesis, as shown by the changes in sternal marrow and periph- 
eral blood. Repeated doses of folic acid were necessary to 
maintain normal hemopoiesis. 

Hypertension and Calcium Intake.—Kesson and McCut- 
cheon did not find evidence that a high retention of lime pro- 
longed over many months has any effect on the development 
of hypertension or on the calcification of the vessel walls. 


Revue d’Hematologie, Paris 
1:95-238 (No. 2) 1946 


New Facts Concerning Isoimmunization in Hemolytic Disease of New- 
born. A. E. Mourant.—p. 95. 

Genetic Study of Blood Groups. R. R. Race.—p. 106. 

Preservation of Blood by Acidification. R. Wurmser.—p. 112. 

*Methionine in Treatment of Anemias. A. Gajdos.—p. 117. 

Research on Coagulation of Blood. A. Tzanck and M. Burstein.—p. 142. 
Study of Antibodies by Separation of Plasma Proteins into Fractions. 

G. Sandor.—p. 153. 

Statistic Studies (Clinical and Serologic) on 50 Families with Hemolytic 
Disease of Newborn. M. Bessis.—p. 167. 


Methionine in Treatment of Anemias.—Gajdos produced 
severe carbon tetrachloride poisoning in rats. Parenteral or 
oral administration of methionine prevented the occurrence of 
severe anemia in these animals. These results were confirmed 
in a second series of animal experiments in which anemia was 
produced in rats by a diet deficient in methionine, while anemia 
did not occur in rats on the same diet to which methionine was 
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added. Ten patients between the ages of 48 and 70, with anemia 
of various types, were given 1 to 2 Gm. of methionine divided into 
four to eight cachets daily for two to four weeks. There was no 
untoward reaction and a pronounced improvement in the erythro- 
poiesis of 7 patients, 3 with normocytic or hypochromic anemia 
secondary to hepatic cirrhosis, late untreated syphilis and duo- 
denal hemorrhage, respectively, 1 with severe nutritional anemia, 
1 with macrocytic anemia and 2 with normocytic anemia of 
unknown origin. Methionine was ineffective in 2 patients with 
pernicious anemia and in 1 with anemia secondary to diaphrag- 
matic hernia. The slow and continuous increase in the number 
of red blood corpuscles with an average increase of 1,100,000 
in two weeks may be explained partly by the amino acid char- 
acter of the methionine and by its favorable effect on hepatic 
function. 


Acta Radiologica, Stockholm 
27:473-568 (Aug. 31) 1946. Partial Index 


Relation of Microscopic Structure of Laryngeal Cancer to Radium Cura- 
bility. S. Mustakallio.—p. 473. 

Roentgen Examinations in Head Trauma. A. Engeset.—p. 481. 

New Simplified Radium Applicator for Intensifying Radiotherapy of 
Parametria in Cancer of Cervix. V. Kahanpaa.—p. 495. 

Hernia Diaphragmatica Dextra: Report of 2 Cases. 

Mediastinal Phlebography. K. Lindblom.—p. 521. 

Roentgen Diagnostics of Adrenal Tumors. G. Jansson.—p. 526. 

*Fracture of Femoral Neck Following Roentgen Irradiation for Cancer 
of Uterus. K. Kulseng-Hanssen.—p. 531. 


E. —p. 505. 


Fracture of Femoral Neck Following Roentgen Irradia- 
tion of Uterine Cancer.—Kulseng-Hanssen gives a_ brief 
survey of the damage to the bony structures caused by 
irradiation, giving particular attention to spontaneous fracture 
of the femoral neck. In 1 patient the fracture was bilateral 
and in 3 others unilateral. All 4 patients had _ received 
irradiation to the anterior and posterior fields and not to 
the lateral fields. The dose of radiation had been four 
times 2,300 units and four times 3,000 units. The fractures 
occurred from six to eighteen months after treatment. Two 
of the patients complained of pain some months before the 
occurrence of the fracture. The pain was moderate; all 
patients remained up and about. Osseous healing occurred 
in four fractures after a long time. One patient died of cancer. 


Nordisk Medicin, Gothenburg 
$1:1555-1602 (July 19) 1946. Partial Index 


Precancerous Conditions from General Pathologic Point of View. C. G. 
Ahlstr6m.—p. 1555. 

Dietetic Treatment in Cases of Stone in Urinary Tract. G 
—p. 1567 


. Hammarsten. 


Hospitalstidende 


Hypophysial Myxedema. A. L. Pedersen.—p. 1571. 
Redislocation of Fracture of Radius. G. Everberg.—p. 1574. 


Hygiea 

*Methylthiouracil Treatment of Hyperthyroidism. A. Rune Frisk.—p. 1575. 

Methylthiouracil Treatment of Hyperthyroidism.—Frisk 
reports that the thyrotoxic symptoms disappeared in 101 of 104 
cases of hyperthyroidism treated with methylthiouracil or 
allied substances. Of the 101 patients 8 were operated on. Of 
the 24 who completed treatment 17 have been without symptoms 
for over six months. No certain relation between the severity’ 
of the hyperthyroidism and the rapidity of improvement was 
demonstrable. The advisability of the treatment during preg- 
nancy is questioned. The danger of agranulocytosis during long 
continued treatment is slight, but regular close control of the 
patient for a long time is called for. To what extent methyl- 
thiouracil treatment can cure hyperthyroidism is not yet known. 
In its present form the treatment complements surgical treatment. 
Certain types of hyperthyroidism should be treated operatively. 
Patients with hyperthyroidism with considerable enlargement 
of the thyroid, of toxic adenoma and intrathoracic goiter react 
slowly to methylthiouracil, and there is danger*of considerable 
enlargement of the thyroid gland. The time factor requires 
operative treatment of other moderately grave to grave cases 
of thyrotoxicosis with palpably enlarged thyroid gland. In 
mild cases without enlargement of the thyroid as well as in 
recurrence after operation and in cases with cardiac or other 
complications thiouracil treatment alone should be applied. 
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Book Notices 


Peripheral Vascular Diseases. By Edgar V. Allen, B.S., M.A., M.D., 
Associate Professor of Medicine, Mayo Foundation, Graduate School, 
University of Minnesota, Minneapolis, Nelson W. Barker, B.A., M.D., M.S. 
in Medicine,*Associate Professor of Medicine, Mayo Foundation, Graduate 
School, University of Minnesota, and Edgar A. Hines Jr., M.D., B.S., M.A., 
Associate Professor of Medicine, Mayo Foundation, Graduate School, 
University of Minnesota. With Associates in the Mayo Clinic and Mayo 
Foundation. Cloth. Price, $10. Pp. 871, with 386 illustrations. W. B. 
Saunders Company, West Washington Sq., Philadelphia 5; 7 Grape St., 
Shaftesbury Ave., London, W. C. 2, 1946. 

Peripheral vascular disease to many physicians is a mysteri- 
ous catchall into which diagnostic problems are discarded in 
haphazard fashion. To bring order from this chaos is a note- 
worthy purpose and a goal toward which these authors have 
made a splendid effort. This scholarly, well documented and 
scientific presentation of a difficult subject deserves an enthusi- 
astic welcome. 

The book begins with a review of gross and fine anatomy of 
the vascular system, after a preliminary glossary of common 
clinical terms. In a chapter on methods of investigation, accepted 
technics are thoroughly reviewed as to value, utility and accu- 
racy. The writers frankly state whether any method is preferred 
and what their experience, if any, has been with it. In the 
assay and management of peripheral vascular diseases certain 
procedures are of theoretical value, and the practical applications 
and reliability factors are analyzed in the light of the experi- 
ence at the Mayo Clinic. The various diseases of the vascu- 
lar periphery are dealt with in subsequent portions, including 
Raynaud's disease, erythromelalgia, sudden occlusions, arterio- 
sclerosis, Buerger’s disease, periarteritis, scleroderma, aneu- 
rysms, thrombophlebitis and varicose veins. Preceding many of 
the special sections is a brief illustrated historical sketch of a 
pioneer contributor to the subject, which is a highly interest- 
ing and commendable feature. The material is well organized 
according to a pattern outlined in each chapter subheading. 
Illustrations are well chosen and frequent enough to enhance 
the value of the text. Bibliographic references follow each topic 
and are of both current and historical significance. Primarily 
the entire book is written from a medical point of view, but 
there are brief contributions by several surgeons of the clinic 
which allow adequate survey of their field. 

The chapter on arteriosclerosis is especially noteworthy and 
almost a must for every physician. The analysis of the types 
of pain encountered in arteriosclerosis obliterans, succinctly 
stated, is masterful. The use of the term “secondary Raynaud's 
phenomena” is perhaps unfortunate because it is likely to be 
confusing. The experience of military surgeons on the secon- 
dary effects of trauma on the peripheral vascular system will 
require more thorough analysis. The increasing use of para- 
vertebral sympathectomy and sympathetic block in the manage- 
ment of painful wounds, Sudeck’s syndrome and allied conditions 
was one of the great lessons of war surgery. Future editions 
will probably contain more thoroughly digested data concerning 
the reflex effect of trauma on the peripheral vascular system 
via the autonomic nervous system. 

This book can be recommended to all who are interested in 
the subject, and this applies to every physician and surgeon. 


Mongolism and Cretinism: A Study of the Clinical Manifestations and 
the General Pathology of Pituitary and Thyroid Deficiency. By Clemens 
E. Benda, M.D., Director, Wallace Research Laboratory for the Study 
of Mental Deficiency, Wrentham, Massachusetts. Fabrikoid. Price, 
$6.50. Pp. 310, with 103 illustrations. Grune & Stratton, Inc., 443 4th 
Ave., New York 16, 1946. 

This monograph by Dr. Benda, as indicated by its title, 
implies that mongolism and cretinism are endocrine diseases of 
a similar nature but due to abnormalities of different glands. 
However, the contributions made by the author and the amount 
of space assigned in the text definitely show his interest to be 
primarily devoted to the problems of mongolism. In his preface 
he states that “the purpose of the book is to rid mongolism of 
the mystery clouding its proper medical recognition and to 
publish data devoted to the study of mental deficiency, 
during ten years of continuous research.” He has studied more 
than 300 mongoloid patients, many of them over a ten year 
period, performed fifty necropsies and made intensive studies of 
measurements, roentgenograms and biochemical and psychologic 
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data. In addition, he has provided much new material on family 
history and hereditary backgrounds and on the relationship of 
mongolism to the pregnancy of the mother and the order of 
birth in the family. On these grounds alone the book has made 
a decided contribution to medical knowledge about this tragic 
condition and the author has fulfilled his stated objective. 

The controversial theme is struck by his decided conviction 
that mongolism is due to a type of anterior pituitary deficiency 
which is as sharply defined as is thyroid deficiency in cretinism. 
The acceptance of this thesis by the individual reader will prob- 
ably depend on his readiness to accept the evidence as valid and 
on his ability to fit the hypothesis with his own experience in 
handling mongoloid patients. The evidence as presented leaves 
many gaps of information which would have to be filled in 
before the pathogenesis of mongolism could be explained on an 
endocrine basis alone. 

From the point of view of therapy one important element 
was omitted or too lightly touched on. That is the fact that 
such patients can be adequately treated only in an institution. 
Attempts at psychologic or endocrine treatment in the home are 
well-nigh impossible and, as a matter of fact, the presence of a 
mongoloid child in a family almost always disrupts the group 
either through divorce of the parents or through gross neglect 
of other siblings. It is to be feared that efforts to cure this as 
yet incurable condition by endocrine means will increase the 
number of such patients kept in their homes, with the obvious 
expectancy of more and more family maladjustments and dis- 
appointments. Furthermore, by his suggestion that obstetricians 
might be able to prevent the birth of mongoloids by observing 
the history of pregnancy, abortion and maternal endocrine situa- 
tions, Dr. Benda has .saddled obstetricians with a responsibility 
which rests on a very tenuous basis. It will probably take much 
more information than is now available before treatment during 
pregnancy can be put on a sound scientific basis. Most impor- 
tant of all, it is felt that information to the public on this sub- 
ject may lead to a great deal of fear and confusion of mind. 
We have not yet reached a point in our understanding at which 
we can settle the fears of laymen or answer their questions. 
Nevertheless this book is a distinct and valuable addition to our 
medical knowledge and does contribute to our understanding of 
one of the most perplexing problems of the day. That Dr. 
Benda does not answer all our questions is true, but to have 
added to our factual material and to have turned our sights to 
a new approach to the subject is perhaps enough for one book. 


Carbohydrate Metabolism: Correlation of Physiological, Biochemical 
and Clinical Aspects. By Samuel Soskin, M.D., Director of the Research 
Institute, Michael Reese Hospital, Chicago, and Rachmiel Levine, M.D., 
Director of Metabolic and Endocrine Research, Michael Reese Hospital. 
Cloth. Price, $6. Pp. 315, with 75 illustrations. University of Chicago 
Press, 58th St. and Ellis Ave., Chicago 37, 1946. 

In the latter part of this book the authors emphasize the fact 
that newer research enforces the view that beyond a certain 
point the fats, carbohydrates and proteins have a common path- 
way of metabolism. One is not justified, therefore, in discuss- 
ing the chemical transformations of one of the major foodstuffs 
in the body to the exclusion of the others. This broad attitude 
sets the pattern for the entire book. The authors, who have 
carried out extensive investigation in the field of carbohydrate 
metabolism, point out that the evidence on which the current 
concepts are based has been assembled through a variety of 
experimental devices—studies on intact animals, tissue slices, 
tissue press juice and micro-organisms—and that as a result one 
cannot view the story of carbohydrate metabolism as complete 
or even satisfactory in all the details at the present time. 

The first section in the monograph deals with the chemical 
changes which carbohydrate undergoes under enzymatic influ- 
ence in the body, the role of phosphate and the resultant energy 
transformations. There follows a searching critique of the 
factors bearing on the classic concept of diabetes; the positive 
role of the liver in carbohydrate metabolism is reaffirmed. The 
part played by the various hormones is clearly outlined, and 
the integration of these factors in metabolism is presented. Of 
the function of insulin it is stated that it “enables the liver 
to do at low or normal blood sugar levels that for which 
very high blood sugar levels are required in the absence of 
insulin.” The application of basic principles to clinical use and 
variations of carbohydrate metabolism in different species are 
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touched on. The discussion throughout is clear and cogent, with 
helpful diagrams and tables. At the end of each chapter there 
is an extensive list of references to the literature discussed in 
the text. A tendency to oversimplification is justified by the 
effort to establish a clearcut picture as a basis for further 
development. The clinician will find no rule of thumb aids on 
treating his diabetic patients in this book; instead he will dis- 
cover, outlined with textbook clarity, the principles on which 
effective treatment is based. 


The Surgical Technic of Abdominal Operations. 
M.D., LL.D., 
lege of Medicine, Chicago. 
710, with 682 illustrations. 
Ave., Springfield. Tll., 1946. 


By Julius L. Spivack, 
Associate Professor of Surgery, University of Illinois Col- 
Fourth edition. Fabrikoid. Price, $10. Pp. 

Charles C Thomas, 301-327 E. Lawrence 


This is a well known work on surgical technic, and its favor- 
able reception by physicians is evidenced by the appearance of 
the fourth edition. It is difficult to estimate its worth and place 
it properly in the surgeon's library. The emphasis on historical 
aspects requires special mention because the average surgeon 
frequently does not know who originated what operation. On 
the other hand, the careful historical development of a procedure 
which has long been discarded is going to prove of doubtful 
benefit to the reader. This manner of presentation can be over- 
done, and the detailed eponymic description of the thirty-two 
methods of gastrostomy listed could better be abbreviated. 
There are described eight methods of performing hepatopexy, 
now rarely done. The mere statement that some one described 
such a method in such a year is not enlightening. Thus the 
background of Billroth’s original gastric operations and the 
amount of experimental work and thought preceding them are 
far more interesting than the actual fact that he and his asso- 
ciates deserve priority. In introducing an operation for ventral 
hernia, the author says: 

The priority of introducing this method belongs to Sapjieko, who per- 
formed it for the first time in 1898 and published it in February 1900. 
Independently of Sapjieko, it was described by Piccoli in January 1900. 
Thus the priority in reporting belongs to Piccoli and of performing to 
Sapjieko. In the United States it is known as the Blake method. 


All of which doesn’t really contribute to the advancement of 
surgical knowledge. 

Operations on the stomach are allotted a prominent portion 
of the text, whereas operations of the ieft colon, sigmoid and 
rectum are less fully enlarged on. It may be remarked that 
there are many valuable technics (and interesting eponyms) 
deserving of mention which are associated with these anatomic 
areas. The chapters devoted entirely to technic are very good 
and will benefit any surgeon. The extensive bibliography of 
original articles is quite useful. The illustrations are superior 
in quality and will educate every physician. 


A Primer for Diabetic Patients: An Outline of Treatment for Diabetes 
with Diet, Insulin and Protamine-Zinc Insulin, Including Directions and 
Charts for the Use of Physicians in Planning Diet Prescriptions. By 
Russell M. Wilder, M.D., Ph.D., F.A.C.P., Professor and Chief of the 
Department of Medicine of the Mayo Foundation, University of Minnesota, 
Rochester, Minnesota. Eighth edition. Cloth. Price, $1.75. Pp. 192, 
with 8 illustrations. W. B. Saunders Company, West Washington Square, 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London W. C. 2, 1946. 

This sensible primer, with comparatively few changes, is now 
in its eighth edition. If diabetic patients would only learn the 
answers to the admirable questions at the end of each chapter, 
their lives would be greatly prolonged. ; 

In these days of intravenous medication it is a bit surprising 
that so much emphasis is put on the administration of dextrose 
by rectum instead of by vein when food is not retained (page 47). 
The subheading of the tables for the average height, weight and 
age for men and women is incorrect, because the tables were 
designed for men and women as ordinarily dressed (pages 
158-159). “We usually advise against increasing the dose of 
protamine-zinc insulin to an amount larger than 20 units” 
(page 29). Certainly many patients can take more with impu- 
nity. The directions for giving mixtures of protamine zinc 
insulin and soluble insulin are excellent, but they occupy nearly 
four pages of the book, thus demonstrating the complications 
of administration (pages 30-34). Globin insulin, sulfadiazine 
and penicillin are not mentioned, and the advantages of price 
and ease of purchase of isopropyl alcohol are not sufficiently 
stressed. 
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Proceedings Conference on the Rehabilitation of the Tuberculous. Spon- 
sored by the Office of Vocational Rehabilitation, Federal Security Agency, 
with The Tuberculosis Control Division, U. S. Public Health Service, 
Federal Security Agency, and The National Tuberculosis Association, 
March 4-6, 1946, Washington, D. C. Edited by Holland Hudson, Director, 
Rehabilitation Service, National Tuberculosis Association, and Norvin C. 
Kiefer, M.D., Surgeon, Office of the Chief, Tuberculosis Control Division, 
U. S. Public Health Service. Paper. Pp. 138. National Tuberculosis 
Association, 1790 Broadway, New York 19, 1946. 

In March 1946 two federal agencies and one national volun- 
tary health agency held a conference in Washington to discuss 
the various skills which will contribute substantially to the 
rehabilitation of tuberculous patients. In the planning for this 
three day meeting the Office of Vocational Rehabilitation was 
sponsor, and the co-sponsors were the Tuberculosis Control 
Division of the U. S. Public Health Service and the National 
Tuberculosis Association. Physicians, nurses, occupational thera- 
pists, social workers and counselors were invited to define and 
clarify the functions of each of these assignments as they relate 
to the rehabilitation of the patient. 

The topics covered by the proceedings of the conference are 
the purposes of the conference; editors’ foreword; participating 
members; guests; functions of the nurse, of the social worker, 
of the educational counselor and of the occupational therapist in 
the rehabilitation of the tuberculous; function of the rehabili- 
tation counselor in the federal-state program for the vocational 
rehabilitation of the tuberculous; terminology of rehabilitation 
of the tuberculous, and recommendations for plans to solve 
some of the unsolved problems of rehabilitation of the tuber- 
culous. 

The editors have steered a midway course between formal 
summarization and full transcript. The flavor and color of 
discussion have been retained along with the essence of the 
study. It is apparent from the text that the invitations to 
participate were addressed to articulate and inquiring nfinds. 
Many of the participants exhibit a warm enthusiasm for the 
special skills of their personal experience, an understanding of 
the objectives of other types of work and a wish to coordinate 
total effort for the benefit of the tuberculous patient and his 
family. Throughout the discussion, comments and suggestions 
were made in terms of the local area and the individual hospital 
as well as for the nation as a whole. 


De osteopetrosis en de normale osteoen hematopoiese: Osteopetrosis, 
ziekte van Albers Schénberg, marmerbeenziekte, osteosclerosis fragilis 
generalisata, congenitale osteosclerose. Door Dr. K. Dierickx. [Osteo- 
petrosis and Normal Osteo- and Hemato poilesis: Osteopetrosis, Albers- 
Schonberg Disease, Marble Bones Disease, Osteosclerosis Fragilis Gener- 
alisata, Congenital Osteosclerosis.] Universiteit Gent, proefschrift ter 
verkrijging van den Graad van Geaggregeerde van het Hooger Onderwijs 
in de Pathologische Ontleedkunde. Paper. Pp. 148, with 59 illustrations. 
Uitgeversbedrijf Fiat, Ghent, Belgium, 1944. 

This monograph records clinical studies and the roent- 
genographic, histologic and chemical study of the bones of 
2 patients dying with osteopetrosis. A previously nonrecorded 
feature was the discovery of conical structures in practically all 
the bones. A technic is described to demonstrate these cones 
by roentgen ray examination. The conical structures are con- 
sidered to be the result of the absence of or partial lack of 
resorption of the cartilage and endochondrial or membrane 
bone. The retardation of bone resorption is accompanied by 
generalized fibrosis of the marrow with hypoplasia of the blood 
vessels and resultant aplasia of the marrow and extramedullary 
hematopoiesis. The disease is characterized as a_ recessive 
hereditary morbid condition, the onset coinciding with the first 
appearance of ossification, about the second fetal mouth. The 
bibliography includes one hundred and sixty items. 


Handbook of Neurological Examination and Case Recording. By D. 
Denny-Brown, M.D., J. Jackson Putnam Professor of Neurology, Har- 
vard Medical School, Boston. Paper. Price, $1.75. Pp. 107. Harvard 
University Press, Cambridge 38; Oxford University Press, Amen House, 
Warwick Sq., London, E. C. 4, 1946. 

This book, bound loosely by wire rings, is a printed form of 
material originally written for House Officers of the Neuro- 
logical Unit of the Boston City Hospital. It resembles many 
similar manuals used in hospitals. These outlines can hardly 
replace chapters in standard textbooks available to all students, 
residents and physicians, for they are sketchy and lack the usual 
tables and illustrations. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


RH FACTOR 


To the Editor:—A woman aged 26 has had four pregnancies. The first 
child, born eight years ago, lived to the age of 4 and died of burns. 
The second one, eighteen months later, lived to the of 8 months 
and died of causes unknown to me. The third and fourth children died 
in their first week of life from erythroblastosis fetolis, diagnoses estab- 
lished by competent specialists. The woman is Rh positive. She is 
anxious to have more children if she can be assured that they will not 
die from erythroblastosis fetalis. Can she have normal babies in the 


future? M.D., California. 


ANSWER.—The Rh factor is not a_ single homogeneous 
substance. It consists of several qualitatively differing Rh types. 
The term Rh pogitive is a collective general designation. 

An Rh-positive woman of one type may become sensitized 
by the Rh factor of her baby of a different type, and sensitization 
may be the cause of fetal erythroblastosis. 

The following questions have to be answered in the case 
described in the query: 

1. Was the erythroblastosis due to Rh incompatibility? This 
may be answered by testing the Rh type of the husband and wife. 
If they differ, tests for Rh antibody in the blood of the mother 
may prove sensitization. Examination should include tests for 
anti-Rh saline agglutinins, serum-albumin agglutinins, blocking 
antibody, the Diamond-Abelson slide test and the Coombs test 
(Hill's developing test). If one or more of these tests are 
positive, Rh sensitization is established. The degree of sensitiza- 
tion may be demonstrated by titration of the antibody. 

In an occasional case sensitization and erythroblastosis may 
be due to the Hr factor, which is shown by the presence in the 
mother’s serum of agglutinins clumping all Rh-negative red cells 
and some Rh-positive (heterozygous) cells. 

2. If the father is Rh positive, is he heterozygous or homo- 
zygous Rh-positive? This is an important question because, 
if he is heterozygous, some of his children may be Rh negative 
and not subject to erythroblastosis caused by Rh incompatibility. 

There are two ways to answer the problem: 

(a) Testing of the father’s blood with an anti-Hr serum. 
Clumping suggests that the father’s blood is heterozygous. 
Negative results suggest homozygosity. 

(b) Rh testing of the parents of the husband and of living 
children, if any. If any of them is Rh negative, heterozygosity 
of the husband is shown. ; 

All children of a homozygous parent must be Rh positive and 
therefore more likely affected by the disease. 

If the Rh factor is excluded as the cause, there is still the 
possibility that factors A or B may be responsible if present 
in the fetus and absent in the mother. 


These studies may throw light on the cause of the disease and 


permit a cautious prognosis, but the mother cannot be assured 
that her child will not have erythroblastosis and still less that 
it will not die from the disease. 

Transfusions with Rh-negative blood have reduced the mor- 
tality from erythroblastosis fetalis considerably. 

Artificial insemination from a properly selected donor is the 
only sure way of having a normal baby by a woman who has 
had babies with erythroblastosis due to blood group or Rh 
incompatibility. 


PILOCARPINE AND SEBORRHEA 
To the Editor:—Pilocarpine has been advised in a pumber of prescriptions 
for the treatment of seborrhea. What is the effect of pilocerpine on the 
sebaceous glands? While pilocarpine increases sweating in general, is its 
effect locally and systemically to inhibit the activity of the sebaceous 
glands in general? Harold Simons, M.D., Bremerton, Wash. 


ANsWER.—Sollmann (A Manual of Pharmacology, ed. 4, 
Philadelphia, W. B. Saunders Company, 1932) does not list the 
sebaceous glands as influenced by pilocarpine. This drug was 
much used years ago in formulas employed for seborrhea or 
dandruff. Modern remedies rarely include it. It probably does 
not have any effective action in diseases of the scalp. 
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SUDEK’S BONE ATROPHY 

To the Editor:—A woman aged 54 “‘turned’’ on her left ankle in October 
1943. The pain disappeared after eight months’ rest. X-ray studies dis- 
closed osseous rarefaction in the region of the left ankle. In January 
1944 the left knee became swollen and painful. An orthopedist advised 
the patient to “use it,” as atrophy from disuse was present. This only 
aggravated the symptoms. The patient then resorted to resting the knee, 
which caused great improvement. Physical therapy, various medicines and 
procaine injection have been tried, but the patient still has slight pain 
in the knee, which is greatly increased by even slight movement. Is 
excision of the patella indicated for this condition of painful knee? 

M.D., Illinois. 


ANsWER.—It is probable that the patient described in the 
query has an unusual and unaccountable type of bone atrophy 
sometimes called Sudek’s bone atrophy. Excision of the patella 
should be limited to certain types of fractures and to those 
rather rare cases of osteoarthritis of the knee in which the 
patella seems to be the chief offender. Although people can get 
along well without the patella, it should not be removed indis- 
criminately. Sudek’s bone atrophy has a slow course, which 
is often several years. Time worn remedies such as _ heat, 
massage and use to the point of toleration do help. The diet 
should be scrutinized to see that the patient is getting the proper 
food. Sometimes in elderly patients, particularly women who 
are living alone, the diet may be improperly balanced. 


ETHYLENE DICHLORIDE 

To the Editor:—What are the toxic effects of ethylene dichloride used 
commercially as a finisher on celluloid products? Would any by-products 
be produced by the action of ethylene dichloride on the acetate? A 
patient who works with these chemicals complains of nausea and weakness 
for severa! hours after contact with the fumes. His liver is palpable 
about 2 inches below the costal margin. Tests of hepatic function have 
not been performed. Isadore M. Siegel, M.D., Far Rockaway, N. Y. 


ANSWER.—Ethylene dichloride alone is capable of eausing 
the manifestations described in the query. Ethylene dichloride 
(dichloroethane) is one of the highly toxic members of the 
chlorinated hydrocarbons. Nausea, vomiting, headache and 
drowsiness represent initial features of toxic action after suf- 
ficient exposure. Greater exposure in terms of time and con- 
centration may lead to involvement of the liver, kidneys, lungs, 
adrenals and corneas. The upper limit of safety possibly lies 
between 100 and 200 parts per million. A recent publication by 
Heppel, Neal, Perrin, Endicott and Porterfield (J. Indust. Hyg. 
& Toxicol. 28:113, 1946) deals with the effects of daily inhala- 
tions. This is the fifth in a series on 1,2-dichloroethane and 
includes an extensive bibliography. 


KIRSCHNER ELECTROCOAGULATION OF GASSERIAN ~ 
GANGLION 
To the Editor:—In the following article reference is made to Kirschner’s 


electrocoagulation method for treating gasserian ganglion. Of what does 
the method consist? Has it met with approval in the United States? 


“ELECTROCOAGULATION OF GASSERIAN GANGLION 
““B. Oddsson 
“In the neurosurgical department of Rigshospitalet in 

86 patients with trigeminal neuralgia have been treated during the 
last six years with electrocoagulation of the gasserian ganglion by 
the Kirschner method. The operation takes a few minutes. The 
patients were between the ages.of 19 and 92. There were 54 women 
and 32 men. The duration of the neuralgia was on an average six 
years, the longest thirty years and the shortest three months. Pri- 
mary relief of symptoms was obtained in 66 cases, the remaining 20 
having to undergo other treatment. The longest follow-up was fifty- 
one months, the shortest three months. The follow-up revealed that 
25 patients were relieved of pain and 7 were substantially improved; 
13 patients had a recurrence, which in most cases yielded to a repeated 
electrocoagulation. There were no fatal cases. Abst. from Acta 
Psychiatrica et Neurologica, Copenhagen 19:1-411 (Nos. 1-2) 1944.” 

C. B. Greear, M.D., Honaker, Va. 


AnsWer.—Kirschner’s method of treating trigeminal neural- 
gia by electrocoagulation of the gasserian ganglion has never 
found acceptance in this country. This method of electrocoagu- 
lation is a blind one and unsatisfactory for several reasons. It 
is impossible to determine with accuracy which divisions of the 
gasserian ganglion are being coagulated or even of being sure 
that the ganglion is being treated. Furthermore, it is impossible 
to limit the coagulation accurately to the structures desired. In 
contrast, retrogasserian neurotomy, which is commonly practiced 
by neurosurgeons of this country affords good relief with a 
mortality of less than 0.5 per cent. The results of electrocoagu- 
lation by the method quoted in the query are not as favorable 
as the results of surgery. 
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578 QUERIES AND 


SCLERODERMA 
To the Editor:—What is the latest treatment of scleroderma? 
Lawrence L. Garner, M.D., Milwaukee. 


ANswer.—Living in an equable, warm climate is helpful in 
the, treatment of scleroderma. Physical therapy is useful 
including massage, heat and contrasting baths and percutaneous 
electrical transmission of mecholyl. Large enough doses of 
vitamin D to achieve a negative calcium balance have been 
recommended by Cornbleet and the use of preparations of pan- 
creas by Seller. Thyroid has been found helpful in some cases, 
as well as posterior pituitary injection. O'Leary and Waisman 
recommended neostigmine. Gold salts as well as bismuth 
preparations have been tried. A number of reports praising the 
effectiveness of bismuth for localized scleroderma have appeared. 
It is hoped that this agent will prove as useful in the generalized 
variety. Surgical intervention has been both lauded and con- 
demned. Sympathectomy and parathyroidectoniy have been 
followed by rapid improvement. It appears, however, that these 
favorable responses are but temporary. 


PROLONGED INTERVAL BETWEEN PREGNANCIES 
To the Editor:—\is there any factual basis to support the belief that a 
second pregnancy may be especially hazardous after an interval of fourteen 
years? The first pregnancy was normal but was complicated post par- 
tum by a breast abscess. The woman is now 36 years of age, in good 
health and without any pelvic abnormality. M.D., New Jersey. 


ANSWER.—The length of the interval between pregnancies does 
not have an appreciable effect on a subsequent pregnancy. The 
hazard of a second pregnancy fourteen years after the first one 
is not increased provided there has not been a change in the 
patient’s physical condition. However, age is an important 
factor in childbearing. Older mothers are more likely to have 
hypertension, vascular-renal disease and other physical handicaps 
which may complicate pregnancy. 


TREATMENT OF PULMONARY EMBOLISM 

To the Editor:—A white woman aged 28 had a typical attack of pulmonary 
embolism on the tenth day following pelvic surgery. The pulmonary 
embolism was accompanied with signs of severe shock, including profuse 
perspiration, clammy skin, profound fall of blood pressure and a rapid, 
scarcely palpable, pulse. hat is the treatment of shock in such a case? 
Is there any objection to stimplants such as epinephrine, caffeine or 
metrazol? Can stimulants dislodge the first embolus or cause additional 
embolic attacks? M.D., California. 


ANnswer.—Shock following pulmonary embolism is due to 
mechanical obstruction of the pulmonary circulation which in 
many fatal and unusually severe cases involves both the right 
and left pulmonary arteries by mearis of a “saddle embolus.” 
Reflex nervous phenomena may contribute harmful effects, per- 
haps through distention of the artery by the embolus. It is 
interesting that shock and harmful reflexes do not occur when 
the pulmonary artery is surgically ligated in the course of 
pneumonectomy. 

The most useful immediate treatment of pulmonary embolism 
consists in hypodermic injection of morphine and inhalation of 
a high coneentration of oxygen by catheter, tent or mask. The 
stimulants ordinarily used in the treatment of so-called surgical 
shock are not likely to be of value in pulmonary embolism and 
may prove harmful when the right side of the heart is over- 
loaded. Papaverine has been recommended for the reflex ner- 
vous phenomena that may be present. If the patient survives 
the immediate attack, heparin or Dicumarol (3-3'-methylene-bis- 
{hydroxycoumarin]) shouid be given intravenously to prevent 
propagation of thrombi, and the thrombosed vein that was the 
source of the embolus should be ligated on the cardiac side of 
the thrombus. An emergency operation to remove the pul- 
monary embolus after incision of the pulmonary artery in severe 
cases has been successful in a few instances. 


ADMINISTRATION OF THYROID 
To the Editor:—is there any advantage in prescribing thyroid in divided 
dcily doses rather than in a single daily amount? jp New York. 


Answer.—The action of desiccated thyroid is so prolonged 
that there is no advantage whatever in prescribing the daily dose 
in divided portions. It works just as well when the total amount 
for the day is given in one dose. In a patient with myxedema 
it takes three to ten days for the effect of a single dose of 10 mg. 
of thyroxine on the basal metabolism to become maximum and 
from seventy to ninety days for the effect on the basal metabo- 
lism to wear off. 


‘ . A. M. A. 
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FALSE POSITIVE SEROLOGIC REACTIONS FOR SYPHILIS 
IN CEREBROSPINAL FLUID 
To the Editor:—Can malaria cause a false positive spinal fluid Kolmer 
reaction? A man had a 3 plus blood Kolmer reaction and a negative spinal 
fluid Kolmer reaction. Two weeks later the patient had a 4 plus blood 
Kolmer reaction and a negative spinal fluid Kolmer reaction. He was 
then given malaria for some reason or other and had eleven attacks 
of chills and fever. Three months after malaria therapy his blood Kolmer 
reaction was 2 plus and his spinal fluid Kolmer reaction was 1 plus. The 
Kahn test and the colloidal gold test on the spinal fluid were negative. 
Would you consider this patient to have incidentally developed central 
nervous system syphilis after malaria therapy, to have developed central 
nervous system syphilis because of malaria, or to have a false positive 
spinal fluid reaction due to malaria? M.D., Washington 


ANSWER.—Biologic false positive tests for syphilis in the 
cerebrospinal fluid, as reported by Scott, Reynolds and Mohr, 
occur in association with meningeal inflammation (tuberculous 
meningitis, Meningococcic meningitis and lymphocytic chorio- 
meningitis). In these conditions there may be a transfer of 
reagin from the blood serum through abnormally permeable 
meninges, but falsely positive tests for syphilis also have been 
reported in the spinal fluids of patients whose blood serologic 
tests are negative. 

This phenomenon is not known to occur in malaria. Several 
groups of investigators, including Potter, Branstein and Gruber, 
and Robinson and McKinney, have performed routine spinal 
fluid tests for syphilis in cases of vivax malaria, but in no 
instance were they able to demonstrate either positive floccu- 
lation tests or positive complement fixation tests. 

In the patient described in the query there was observed on 
one occasion only a doubtful spinal fluid Kolmer-Wassermann 
reaction. It is probable that this unconfirmed finding represents 
a technical laboratory error or possibly a mistake in secretarial 
transcription of the report. It may be completely disregarded 
unless (a) the patient has clinical evidence of neurosyphilis 
(what was the “some reason or other” for which induced 
malaria was given, since this therapeutic method is rarely 
employed unless for neurosyphilis?) or (b) it is proved that he 
actually has syphilis of any kind (for which the serologic results 
reported do not constitute justification). In either of these 
events, but not otherwise, the spinal fluid examination should be 
repeated in about six months by a reliable laboratory. 

Complement fixation tests on spinal fluid are more satisfactory 
than any flocculation test. Neither, however, can correctly 
interpreted on the basis of reports of “positive,” “strongly posi- 
tive,” “1 plus,’ “3 plus” and so on. The amounts of spinal fluid 
employed in a quantitative test must be stated. Competent 
laboratories report positive results in terms of the smallest 
amount of fluid showing such a result, e. g. positive with 0.2 cc. 
and larger amounts, doubtful with 0.1 cc., negative with 0.05 cc. 
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TREATMENT OF FACIAL ANGIOMAS 


To the Editor:—\ am writing in regard to the two notes (July 6, 1946, 
p. 873 and Nov. 20, 1946, p. 822) on facial angiomas, the latter protesting 
against the advice given in the answer to a query. The case of infantile 
hemangioma with eyelid involvement and ptosis as described in the 
query must be considerably disfiguring at present and would be in the 
future, should spontaneous involution fail. For this reason expert atten- 
tion is indicated. 1! agree in general with the therapy suggested, although 
nothing definite can be recommended without seeing the patient. The 
statement of the second note, that a case such as described ‘will’ 
involute spontaneously, in my opinion would have sounded better if the 
word “may” instead of ‘‘will’’ had been used. Absolute statements can 
seldom be pronounced in medicine. It is common knowledge that the 
majority of hemangiomas involute spontaneously, which means that ‘‘not 

all’’ hemangiomas do so, otherwise none would be seen in adults. The 

number of hemangiomas seen in adults is far from small. In my recent 
tabulation (Hemangiomas: Should Treatment be Expectant or Active? 

Rhode Island M. J. 29: 658 [Sept.] 1946) in a group of 347 hemangiomas 

54 were in adults. In regard to treatment, it is too easy to dismiss every 

case of hemangioma with the statement that it will disappear in five 

years. Each individual case must be properly studied. If suitable for 
expectant therapy, the hemangioma can be left alone. But hemangiomas 
located, for instance, on the face, producing considerable disfigurement, 
in the eventuality that they will not involute spontaneously, at the same 
time being easily and quickly removed without sequelae, should be treated. 

Spontaneous involution takes five years. The mental anguish of the 

parents looking at a disfigured child for five years is to be given con- 

sideration. Moreover, supposing even case in a thousand will be 
disfigurement for life because it wos an “exception to the rule,” wouldn’t 
a heavy responsibility for the physician to have decided to wait? 


Francesco Ronchese, M.D., Providence, R. |. 
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